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THE Ri FACTOR AND ERYTHROBLASTOSIS FOETALIS 
ind | AN INVESTIGATION OF 50 FAMILIES 
BY 
to R R. RACE,* M.R.C.S., L.R.C.P. G. L. TAYLOR,* M.D., Ph.D., M.R.C.P. D. F. CAPPELL, M.D. 
all AND 
MARJORY N. McFARLANE, M.B., Ch.B. 
! (From the Galton Laboratory Serum Unit, Department of Pathology, Cambridge, and the Pathology Department, 
1's University of St. Andrews and Royal Infirmary, Dundee) 
us. 
Recent American work has shown that iso-immunization pursuit and investigation of human families are in wartime 
) plays an important part in the aetiology of erythroblastosis | ¢mormously increased. For instance, men and women are away 
® J foetalis, a familial disease of the newborn, which Parsons, tm home in the Forces; travelling is difficult; and, with 
with justification, thinks would be better called “haemo- °¢tors so fully occupied, personal visiting is practically 
ed imic disease of the atin impossible. Nevertheless, much information has been gathered 
. together, and some of it may well prove of value to future 
The part played by iso-immunization in this condition has workers. The technique used for detecting the Rh factor and 
been described at length by Levine, Burnham, Katzin, and its antibody has been described by Taylor (1943). 
Vogel (1941) and by Boorman, Dodd, and Mollison (1942). Result 
their view, erythroblastosis foetalis results from iso- 
immunization of the mother to a red-blood-cell antigen present Of the 50 mothers 6 were Rh-positive and 44 were Rh- 
nde | i0 the foetr:s, inherited from the father but absent in the Negative ; while in the sera of 38 of these Rh-negative women 
mother herself, and the subsequent passage of the mother’s ®ti-Rh agglutinins were found. If Rh were not concerned 
_ immune agglutinins through the placenta to act on the, im the causation of erythroblastosis foetalis only 7 or 8 of 
wsceptible blood of the foetus. In most cases described by these 50 women would be expected to be Rh-negative ; that 
=I the above authors iso-immunization to the Rh blood-group 44 Were Rh-negative and that Rh antibody was present in 
mammg |iictor appeared to be responsible, as more than 90% of the the serum of the great majority confirms the connexion between 
mothers were Rh-negative and an antibody to the Rh factor this recently discovered blood-group factor and the disease. 
was found in the serum of many of them. The Rh factor [ spite of the absence of demonstrable anti-Rh agglutinins 
9 FP lisinherited as a dominant character. Whenever it was possible’ i" the remaining six Rh-negative cases it is highly probable 


0 examine the blood of an erythroblastotic baby of an Rh- 
negative mother it proved to be Rh-positive. The finding that 
more than 90% of mothers of erythroblastotic children are 


> 


negative is in itself so overwhelmingly significant statistically 


that a connexion between the Rh groups and this disease can 
jhardly be doubted, even apart from the evidehce provided 
"}by the detection of the antibody in many of the cases. 

It can be shown that in one pregnancy in ten the mother is 
Rh-negative and the baby Rh-positive, and that in one 
pregnancy in five the mother has an agglutinin for an antigen 
of the A-B-O system of groups present in her foetus. Haemo-4 
lytic disease of the newborn is, however, much rarer than 
would be expected if iso-immunization and placental trans- 
mission of harmful agglutinins from mother to foetus occurred 
every instance in which the possibility exists. It is obvious, 
iherefore, that there is yet much to be learned about the way, 
2 which iso-immunization operates in such families. The 
Hiwbject is undoubtedly of importance in obstetrics and ing 
M*mediatrics, and while at the moment it is not clear what facts 
"jmay prove of importance in extending our knowledge, it :s 
qesential that no opportunity of making serological investiga- 
Mtions should be lost. 


The object of the present paper is to put om record our 
Hindings in the examination of 50 families in which erythro- 
H}dlastosis foetalis has been diagnosed, and a list of their pedigrees 
Miorms the main part of this communication. The cases have 
Mien sent to us by practitioners and pathologists from many 

farts of the United Kingdom and from Northern Ireland, and 

Mm those reported it seems reasonably certain that the diagnosis 
Mf erythroblastosis foetalis was correct. The material is far 
om complete, for the great difficulties always present in the 


* Working on tehalf of the Medical Research Council. 


Rh-negative when only 15% of the normal population are Rh- , 


that iso-immunization of the mother to the Rh factor played 
a part; the absence of anti-Rh may in some of them have 
been due to the length of time since delivery, which on the 
average was four years as against less than a year for the 
38 cases in which antibody was found. In none of the six 
was there any certain evidence of other blood-group factors 
being involved. That as many as six of the twelve mothers in 
whose serum anti-Rh was not found were Rh-negative strongly 
suggests that Rh was concerned. 

While Rh is the blood-group factor most commonly involved 
in the causation of erythroblastosis foetalis, it appears certain 
that other red-cell antigens may behave in a similar way. As 
mentioned above, in one pregnancy in five the mother’s serum 
contains an iso-agglutinin for an antigen of the A-B-O system 
of groups present in her foetus. (This will always be so where 
the foetus is of group AB, save in about one case in six in 
which the mother will also be of group AB.) In such a 
heterospecific pregnancy the mother’s natural iso-agglutinins 
might perhaps cause the destruction of her child’s red cells. 
Even when the mother is Rh-negative iso-immunization to some 
antigen other than Rh might be concerned in the causation 
of erythroblastosis. For example, in one case recently studied 
(but not included in the 50 cases of this series) the mother 
was of group A,B Rh-negative and her husband and baby 
were both A, Rh-positive ; anti-Rh agglutinins were present 
in good amount in her serum, but in addition a very strong 
alpha, agglutinin (with A, Rh-negative cells titre at room 
temp. 128-256, at 37° C. 32) was also present. It would appear 
that this woman had become iso-immunized against both A, 
and Rh contained in the cells of the foetus, for the strength 
of the alpha, was greater than we have found in grouping 
more than 100,000 persons (see Taylor, Race, Prior, and Ikin, 
1942). It seems probable that the erythroblastosis from which 
her baby suffered may have been due to placental — 
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N 
|Mother’s Mother’s Serum Pregnancies Family 
Anti- | Taken after 
1942 | Rh |ABO} Rh |ABO Rh Delivery 1 2 3 4 5 as 
1 25 — | A, | + | B | Found 4 mths. M, 1940, M, 1942, 3 
A.W. LG.N., 
d. 2 days 
2 32 +|O;- A | Not |3mths. before) M, 1940, M, 1942, Ist child showed hydrops and 
‘ found | delivery of E.F., d. A.W. jaundice =. 
last child “4 
3 22 -| O Found 7 mths. F, 1940, F, 1941, p.m. diagnosis: “ leuco- 
A.W., ice, erythroblastic anaemia ” ——|- 
Gp. O Rh+ | d. 10 days 25 
4 34 — | As Found 14 mths. M, 1926, M, 1927, F, 1930, M, 1932, F, 1933, 7th child died of umbilical 
A.W. 1 nll A.W. A.W. d. 3 mths. haemorrhage 1 mth.; 8th 
lung a pneumonia child jaundiced after birth |——/— 
26 
6 M, 1934, 7M, 8 M, 1938, | 9 M, 1939, | 10 F, 1941, 
A.W. d. 1 mth A.W. A.W. E.F., d. 6 days 
5 32 — | O | +! A, | Found 2 years F, 1935, Misc., 1939 F, 1940, 1940 child mentally and] 27 
A.W. LG.N. Surv. physically backward 
6 33 — | A; Found | 20 mths. F, 1935, M, 1939, | Misc., 1941, Mother Wassermann reaction | ———|— 
.W. LG.N., 6} mths. + in 1941. 1943: Still under] 28 
Gp.A,Rh+/| d. 2 days treatment at V.D. clinic 
7 36 — | A, Found | Few days F, 1931, M, 1933, SB, male, M, 1942, 1937: SB was anencephalic | ———|— 
A.W. A.W. 1937, d. 5 days, and had foetal ascites 2» 
Full time jaundice 1942 child—hydramnios 
& 45 — | A, | + | O | Found | 10 days and{ M, 1929, M, 1931, F, 1940, F, 1942, 4th child jaundiced from 2nd | ———'— 
7 mths. .W. A.W. A.W. E.F. Surv. to Sth day 
Gp. A, Rh+]| Gp. A, Rh+ |Gp. A, Rh+ | Gp. A Rh+ 
x 
9 32 — | Ay Found 3 years F, 1929, M, 1931, M, 1933, Misc., 1935, M, 1936, SB child—7 mths. premature 
A.W. .W. A.W. 9 wks. d. 10 wks. —hydramnios, E.F. con- 
Gp. O Rh+ | Gp. O Rh+ /Gp. A, Rh+ imperforate fi p.m. ——— 
anus 7th child a few weeks prema-| 31 
ture 
6SB, female,| 7 M, 1939, 
1937, H.F. | d. at birth 
10 32 —|B + |A,B) Found | During last F, 1936, M, 1939, F, 1943, Antibody first found when 
pregnancy A.W. LG.N., LG.N., 4 mths. pregnant with last 
Gp. BRh+| d. 4 days d. 4 da child 
Gp. A, Rh+ 32 
11 42 — | A, | + | Ay | Found 8 years SB, 1919, M, 1921, F, 1922, SB, 1923, SB, 1926, Mother sterilized in 1935 
premature W. A.W. premature premature p.m. exam. of 7th and 8th 
babies confirmed diagnosis |} —_——| — 
6 SB, 1928, | 7 M, 1932, | 8 M, 1934, 8th child had other con- 3 
premature G.N., LGN. genital abnormalities 
d. 6 days d. 2 days Tl 
12 22 —|O |} +] O | Found 10 days F, 1939, F, 1942, Last child had umbilical ° 
A.W. LG.N. Surv rrhage 
Gp. O Rh+ < 
13 33 — | A, Found 8 days SB u F, 1942, Stillbirth macerated 
d. 4 days L.G.N. 
jaundice Surv. 
14 24 - Oo Found 1 day U, 1937, U, 1938, U, 1940, F, 1942, 3rd child was jaundiced on 
d. 5 days .W. A.W. E.F., d. 3wks 3rd day ' 
Gp. O Rh+ — — 
15 32 — | A, | + | A, | Found 9 mths. M, 1937, M, 1938, M, 1940, M, 1942, p.m. on 2ndand 3rd children: 
AW. LG.N., d. | LG.N., 4. Ww. marasmus, icterus, liver 
Gp. A, Rh+ 4wi 10 wks. Gp. A, Rh+ firm ” > 7 
16 36 + | As Not 2 days F, 1934, M, 1935, SB, 1942, Stillbirth, male; hydramnios 
found A.W. A.W. .F. 
17 37 — | O | + | B | Found! During last | M, 1934, H.F. F, 1936, M, 1938, 2nd and 3rd children twins; 
pregnancy A.W. A .|Gp.O Rh+ LG.N., d. hydramnios 
and 8 days | Gp. B Rh+ | Misc., 1935, | Misc., 1935, 
after last mths. mths. —_—_—— 
confinement 39 
6M, 1942 
E.F. Surv. 
b Gp. B Rh+ 
18 25 — 1.0 |+] O | Found 2 days M, 1937, M, 1938, F, 1942, 
A.W. LG.N. Surv. | H.F., d. few ——— 
Gp. O Rh+ | Gp. O Rh+ days 40 
19 37 - A + O | Found st day M, 1933, M, 1935, F, 1942, 4 
and 7th day | Gp. ORh+ |Gp. A, Rh+ E.F., —— 
d. minutes 41 
20 34 -—-|B Found 8 mths. F, 1929, F, 1931, F, 1933, M, 1940, F, 1941, Last child—4 wks. premature.| ——___|__ 
A.W. .W. .W. .W. E.F. Surv. ae splenectomy at] 42 
mth. 
21 35 — | O | + | A, | Found 6 weeks F, 1936, M, 1940, M, 1942, Last child jaundiced after 5 of 
: A.W. AW. E.F., d. 6 hours. 3 wks. premature; 
Gp. A, Rh+ | Gp. O Rh+ days 
22 42 — | A,B Found| 4years | — A F, 1923, M, 1925, F, 1926, 4th child diagnosis: “coa-}~———_|__ 
M, 1921, M, 1921, Ww. d. wal obliteration of thef 43 
3 d. 3 j i ° + ile ducts ” 
AW. ~ 7th and 8th children twins | ——|__ 
6 M, 1928, | — A _| 9M, 1935, | 10 F, 1938, | 9th child p.m. LG.N. com] 44 | 
A. TB. 7 F, 1929, | 8 F, 1929, | LG.N., d. | LG.N., d. firmed 
Gp. B Rh+ d. 9 mths. 
Pp. con- 
vulsions 
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INAL 
__ Mother's} Mother's | | Mother's Serum Pregnancies 
wd Age Notes 
in 
Anti- | Taken after 
1942 | Rh |ABO! Rh |ABO Rh Delivery 1 2 3 4 5 
—— “3B —| O} +]! O | Found 3 years F, 1931, F, 1932. F, 1935, F, 1935, F, 1937, Last child deeply jaundiced 
. A.W. Ww. A.W. A.W. A.W. at birth 
6F, 1939, 
E.F. Surv. 
ops and Gp. O Rh+ 
4 —|As|+] 0 Not 9 mths. U, 1938, U, 1941, Last child jaundiced at birth 
found A.W. E.F. Surv. 
'leuco- Gp. O Rh+ 
mia” 
25 18 +/}0O Not Ist day SB, 1942, 8 mths. foetus; p.m.: “ liver 
found EF. showed advanced erythro- 
mbilical blastosis ” 
-> 8th Very 
birth |—— 
oun pregnant .W. .G.N. Surv. partially para 
Gp. “ORh+ Gp. O Rh+ Gp-0 Rh+ Gp. O Rh+ 
ly and] 27 32 —|B Found} 14 mths. F, 1934, M, 1936, F, 1939 F, 1941, Last child backward. 
| A.W. A LG.N. Surv. Born jaundi 
- Gp. O Rh+ 
reaction 
ill under} 28 29 — | AB Found | Less than U, 1937 SB, male, | SB, male, | SB, female,| SB, 1942, p.m. report (on last child) 
clinic 1 year 1938, 940, 1941, E.F. suggests E.P. 
74 mths. 8 mths. 7} mths. 
ph 
tes 2» 26 + | AB Not 6 mths. U, 1942, p.m.: pa of EF.” 
nios found E.F., d. 12 First only child 
wks. 
om 2nd 
2nd By Ist 2nd 
husband husband husband 
3x0 34 — |A,B/ + A, | Found 5 weeks F, 1930, F, 1941, M, 1942, 
emature A.W. G.N., d. 3 | LG.N. Surv. 
PF. con- Gp. B Rh+ days Gp. A, Rh+ 
prema-| 31 -|A Not 8 years M, 1920, M, 1922, M, 1925, F, 1929, M, 1931, 8th child jaundiced on 2nd 
found W. AW. AW. AW. A.W day . 
Gp. A, Rh+ |Gp. A, Rh+ 
6 M, 1932, | 7 M, 1933, | 8 U, 1934, 
1 when Ww. WwW. 
ith last Ss. 
32 30 —| O |} +| A, | Found| 22 mths. M, 1934, |- ~ M, 1938, F, 1941, 2nd and 3rd children twins 
AW. M, 1936, | M, 1936, | LG.N, LG.N., d. 
1935 Gp. A, Rh+ | LG.N. Surv.| L.G.N., d.4 
ind 8th Gp. O Rh+ days 
iagnosis - - 
r con-} 33 -|o Not 11 years M, 1922, F, 1926, U, 1931 Last child born with jaundice 
es found .W. A.W. G.N. and enlarged liver and spleen 
“ 35 — | A, | +]! O | Found 2 wks., M, 1939, F, 1942, 
mbilical , still present A.W. LG.N., d. 8 
1 year later |Gp. A, Rh+ |days. Gp. A 
——j| 35 32 —| Oj} + | O | Found 3 days M, 1931, M, 1934, F, 1938, M, 1942, 1938 child’s jaundice appeared 
AW. AW. |LG.N.,d.9th| LG.N. Surv. on 3rd day 
day Gp. O Rh+ 
——j| % 24 — | As , + | Ag | Found 1 year Fo . F, 1941, Last child jaundiced at birth 
iced on E.F., d. 18 
Gp. cy Rh+ hours 
7 34 —|A,|/+/]0 Not 3 years Misc., 1932, F, 1935, Misc., 1939, 2nd child premature 7 mths. 
r found 3 mths. 3 days 4m 
s, liver jaundiced 
- 38 35 — | A, | +] A, | Found 3 mths. F, 1929, F, 1930, M, 1931, M, 1934, 996, 
ramnios A.W. GN., d. 3|LG.N,, 3|LG.N,, 4. 3 LON, 3 
Gp. O Rh+ days days days = 
| twins; 6 SB, 1937, | 7 M, 1938,| 8 M, 1940, | 9 F, 1942, 
F, .N., d. LG.N., d. | LG.N. Surv 
. premature 2 days few hours 
39 32 — iA + | O | Found} During last M, 1931, F, 1932, F, 1934, M, 1935, M, 1938, 6th child’s jaundice appeared 
: pregnancy | A.W AW. w. |* AW. AW. gn 3rd day. 7th child’s on 
6 M, 1940, | 7 M, 1941 p.m. _-_ EE of 7th 
TLG.N.,d.4| child’s diagnosis 
days 
40 27 -—| B | +|{ O | Found 1 week U, 1940, M, 1942, Dead child was juntos 
—— A.W. H.F., d. 1 hr. p.m. confirmation of diag- 
Gp. O Rh+ nosis 
41 39 —| A, B Not 1 mth. M, 1927, F, 1932, M, 1942, 
found A.W. A.W. E.F. Surv 
omy at} 42 40 -—-| oO Found | Few days U, U, U U, U, 1941, 6th child delivered by hystero- 
AW. A.W. AW. AW. LGN., d. tomy for placenta praevia 
fter 5 of = 
emature 6 U, 1942, 
H.F., d. few 
of thef 43 34 — | A, | +] O | Found! 2 weeks SB, 1940 | SB, female, Diagnosis confirmed p.m. 
1942, H.F. 
N. com> 44 22 A, | Not 3rd day 1942, Ist on only) child ture 
, found and LG.N., d. 3 Born 
10th day days om yt of diag- 
Gp. O Rh+ nosis 
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A.W.=Alive and well. d.=died. Gp.=Blood group. 
Surv.=Survived. H.F.=Hydrops foetalis. 1.G.N.=Icterus gravis neonatorum. 
The last three represent diagnosis as repo! to us. 

49 of the 50 families in this table were mentioned by Taylor (1943). 


of both these agglutinins. When the mother is Rh-positive 
it seems certain, if iso-immunization is responsible, that another 
antigen must be involved. In 6 of the families in the above 
series the mother was Rh-positive, but in only one of the 
6 (No. 26) were we able to examine the blood of the affected 
child. Both mother and child were O Rh-positive, the father 
O Rh-negative ; obviously in this case the A-B-O groups could 
not be involved. We were able to examine the blood of the 
husbands of only two of these six Rh-positive mothers ; both 
these men were Rh-negative. Since then, however, we have 
examined two further cases of Rh-positive mothers with 
affected children; in one the husband was Rh-negative, in 
the other he was Rh-positive. In this last case the serum of 
the mother (group O Rh-positive) contained a very powerful 
antibody more active at 37° C. than at room temperature. 
This serum gave clear-cut positive reactions with the red cells 
of 80% of a large number of unselected group O persons, 
including her erythroblastotic child (group O Rh-positive). 
When tested against group O Rh-negative bloods it was found 
to agglutinate strongly a series of 50 consecutive samples. After 
removal of the anti-A and anti-B iso-antibodies the serum still 
agglutinated the husband's cells (group A, Rh-positive). This 
antibody is not specific for any of the blood-cell antigens 
A, B, O, M, N, P, Rh, but it is suspected that it is similar to the 
irregular agglutinin found by Levine, Javert; and Katzin (see 
Levine, 1941) in the blood of an Rh-positive mother with 
Rh-negative husband and an erythroblastotic child, and named 
by them anti-Hr. According to Wiener (1942) this irregular 
agglutinin acts on Rh-negative~cells and certain Rh-positive 
cells, which he designates Rh, on. the analogy of the sub- 
divisions of the A group. The work of Davidsohn and 
Toharsky (1942) indicates that the subdivision of the Rh factor 
is much more complex than this, and our experience bears this 
out. We are of the opinion that our finding of three out of 
four husbands of Rh-positive mothers with affected children 
to be Rh-negative is significant, and similar cases have been 
recorded by Javert (1942a, 1942b). These latter families are 
not among the 50 reported in this paper ; it is hoped to publish 
further details about them when more information is available. 
It is possible that mistakes in diagnosis may contribute to 
the small group of families with Rh-positive mothers. For 
example, this series of families originally included one with 
a child at first thought to be erythroblastotic but which was 
later shown to have acholuric jaundice. Such a family, really 
not erythroblastotic at all, if mistakenly included in a series 


Misc. = Miscarriage (terminati 
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».| Mother’s | Father’s 
Family oy “Group Group Mother’s Serum Pregnancies 
Anti- | Taken after 
1942 | Rh ‘ABO Rh poe Rh Delivery 1 2 3 4 5 
45 38 + | o| | Not 3 weeks | SB, 1942, Full term. First (only) child 
| found .G.N. 
46 -| B + | O | Found 14 mths. Misc., M, 1933, Misc., M, 1936, F, 1937, The last miscarriage suffered 
| 3 mths. .W. 3 mths. A.W. A.W. from hydrops 
may Gp. B Rh+ Gp. B Rh+ | Gp.O Rh+ 
} | J 6 F, 1939, |7SB,female,| 8 Misc., 
.N., d. 1940, H.F. H.F. 
hours 7 mths. 5 mths. 
47 32 ~ Ay Found 1 week M, 1934, F, 1935, F, 1936, F, 1937, F, 1938, p.m. confirmation of diag- 
A.W. d. 9 days, .W. A.W. A.W. nosis of 8th child 
melaena 
6 SB,female | F, 1941, 8 F, 1942, 
d. 6 wee! L.G.N., d. 
micro- few hours 
cephaly 
48 31 -|o Found | 19 mths. M, 1935, M, 1937, | Misc., 1940,| F, 1941, 2nd child died of “ diseased 
.W. d. 4 mths. d. 1 day liver ” 
Gp. O Rh+ 
49 34 — | A; Found 1 mth. U F, 1942, No information concerning 

LG.N. Surv. | miscarriages, if any. 

Gp. A; Rh+ 2nd child jaundiced on second 
day. Oedema of legs and 
abdomen 

50 42 — | A, | +] O | Found 2 weeks F, 1932, U, 1936, = Misc., 1941, F, 1942, Mother’s Wassermann reac- 
A.W. d. 1 hour 4 mths. 1.G.N. Surv. tion negative. 
Gp.ORh+ “cancer | Gp. A; Rh+ 4th child’s jaundice persisted 
for 1 mth. 
F= Affected female. M=Affected male. U=Affected, sex unknown. SB=Affected stillbirth. 
F= Unaffected female. M=Unaffected male. U=Unaffected, sex unknown. S8=Stillbirth, not diagnosed as hroblastotic. 


of pregnancy before 28th week). p.m.= Post-mortem examination 


E.F.=Erythroblastosis foetalis. 


of erythroblastotic families would in six cases out of seven 
fall into the group where the mother is Rh-positive, for there 
is no reason why mothers of, say, acholuric babies should not 
have the normal distribution of Rh groups. 

There are other points arising from our findings that have 
interested us very much. In particular, we have failed to find 
a single Rh-negative child among the offspring of these 44 
Rh-negative mothers ; we have tested 33 healthy and 16 affected 
children. The absence of Rh-negative children from the 
healthy group is highly significant, and may be provisionally 
explained by two circumstances, both favourable to the pre- 
dominance, among families sLowing the condition, of those 
of which the fathers are homozygous. There is reason to think 
(1) that all Rh-positive children of Rh-negative mothers are 
not equally liable to the disease— 


In most families two or three positive children seem to be 
necessary before an affected child is produced, and where the father 
is homozygous (RhRh) and all his children are positive, these con- 
ditions are more likely to be met than when he is heterozygous 
(Rhrh) and there is an equal chance that each conception may 
produce Rh-positive or Rh-negative children ; 

(2) that ascertainment is more frequent when the affected 
child has an affected sibling than when it is the only affected 
child in the family. 

It can readily be shown that, in the absence of unforeseen 
disturbances, approximately three out of seven Rh-positive males 
must be homozygous, while four must be heterozygous. Since 
half the children of the heterozygotes by Rh-negative wives 


must be Rh-negative, the proportion of these is two-sevenths | 


of all the children of marriages between Rh-positive men and 
Rh-negative women. If, therefore, it was sufficient to determine 
haemolytic disease for a child of an Rh-negative mother to 
be Rh-positivé, and if all such cases had the same probability 
of ascertainment, we should expect one-fifth of their sibs, 
taking haemolytic and normal together, to be Rh-negative. 
Of 5 Rh-positive children the sibs of 3 (those of homozygous 


fathers) would all be positive; of the other 2 positive children (of 
heterozygous fathers) half the sibs would be positive—i.e., of all 
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the sibs of Rh-positive children four-fifths would be positive and Dent 


one-fifth negative. 
This expectation is clearly contradicted by our finding in this 
series—none negative out of 33 normal. 


If, on the other hand, to take a second simple hypothesis 
for comparison with the facts, we suppose that a necessary 
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wd sufficient condition for the appearance of the disease is 
that both the subject and the next prior sib must be Rh-positive, 
il single-child families would be excluded from the record, 
shile for all sizes of family greater than one the representation 
of families having heterozygous fathers would again be halved, 
o that three families out of four would be the children of 
jomozygotes. Of the children, excluding both the propositus 
ind the child next preceding it, only one in eight would be 
apected to be Rh-negative. In our material this exclusion 
ft 26 children grouped for Rh; of these only 3.25 would 
te expected to be Rh-negative, which is not incompatible with 
ihe absence of observed cases. 

The scarcity of Rh-negative chiidren will have to be taken 
ito consideration in estimating the chances of getting an 
Rh-negative (that is, an unaffected) child in such families. If 
ithas been possible to show, by finding an Rh-negative child, 
that the father is heterozygous, the chance of the next child 
ting normal is one in two. In the absence of this indication 
prognosis is entirely unfavourable. 

That an Rh-negative child may occur in an affected family 
las been shown by our finding very recently a family in which 
ihe first child was Rh-negative, the second Rh-positive, while 
i third died from jaundice. The blood of this child was 
not examined, but the mother was Rh-negative and her serum 
contained an anti-Rh agglutinin. In our present series, with 
one exception, no mother who has once produced an erythro- 
blastotic baby has ever had a normal surviving child. The 
exceptional child is the fourth of Family 15, and while we 
have been unable to obtain any evidence of his having been 
affected, he is Rh-positive, though only with certain sera. It 
isperhaps significant that his cells on several occasions failed 
0 react with his mother’s serum (on one occasion there was 
asuggestion of a weak reaction), whereas the cells of the first- 
born reacted strongly. 

Of the first children borne by the 44 Rh-negative mothers 
38 were unaffected, 5 were stillbirths or miscarriages, and 1 


(No. 44) is known to have suffered from the disease. Although 


anti-Rh was not found in the mother’s serum in this last case, 
it is likely that this factor was responsible, for the baby 
was O Rh-positive; so it does not seem possible that the 
A-B-O system of groups could have been involved. From 
the second birth onwards there was a steadily increasing ratio 
of affected to normal children. Four of the six Rh-positive 
mothers, on the other hand, had first children with the disease ; 
two of these three were affected stillbirths. The earlier onset 
in this group might be due, if the A-B-O system of groups 
were responsible, to the iso-agglutinins being already present 
in the mother’s serum, though in only one of the four cases 
is the father’s group known to be such that a heterospecific 
pregnancy could occur. 

In our series about a quarter of the children diagnosed as 


1 may jilected survived ; three-quarters were born dead or died mostly 


within a week of birth. Although miscarriages and stillbirths 
not diagnosed as affected are not represented in these propor- 
tions it is probable that the same causes were operative in 
i substantial proportion ; on the other hand, mild cases which 
meover may not find their way into such a series. Affected 
children were approximately evenly distributed between the 
WO sexes. 


We are grateful to the following Pease 
for sending us samples of blood an etails: E. F. Aubert, 
T, Boon, W. Broughton-Alcock, F. J. Burke, F. E. Camps, 

.E. Chisholm, J. B. Cochrane, J. Craig, J. J. Dubash, Caroline A. 

tt, Mar 4) Fairlie, a. Faulds, A. Hanton, J. S. Hesketh, 

D. V.'Hubble, P. H. "Kendo 1, N. S. Lucas, A. J, McCall: 
§.G. M. Mackay, H . Martin, M. E. nanathows, 
8. F. Moores, J. Murray, Syabery, 
Williams, and C. H. Wrigley. We also wish to thank Prof A. 
Fisher for help with the paragraphs dealing with the absence of 
Rh-negative children in our material. 
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HAEMOLYTIC DISEASE OF THE NEWBORN 
(ERYTHROBLASTOSIS FOETALIS) 


ITS TREATMENT WITH RHESUS-NEGATIVE BLOOD* 
BY 


JANET D. GIMSON, M.B., B.S. 


Resident Assistant Physician to the Hospital for Sick Children, 
Great Ormond Street 


A series of 19 consecutive cases of haemolytic disease of 
the newborn, collected during the eleven months from 
March, 1942, to Feb., 1943, at the Hospital for Sick 
Children, Great Ormond Street, is here surveyed. Fol- 
lowing on the work of Levine ef al. (1941a, 1941b) on the 
iso-immunization theory of causation of erythroblastosis 
foetalis, it was desired to treat these infants by transfusion 
with rhesus-negative blood, free of agglutinins, and thus 
test out the recommendation that rhesus-negative blood 
would produce better results than rhesus-positive blood. 
The blood of the infants and mothers was tested with this 
theory in view. 

Briefly, the iso-immunization theory may be stated thus: A 
man whose blood contains the Rh factor mates with a woman 
whose blood dees not contain the Rh factor. If her foetus 
is Rh-positive she may produce anti-Rh agglutinins as a result 
of immunization with the foetal blood. The antibodies pass 
through the placenta, and in suitable concentration cause 
haemolysis of the foetal red cells. Several workers—Wiener 
in 1942, and Boorman, Dodd, and Mollison (1942)—have 
shown that a little less than 15% of a random sample of the 
population have blood which does not contain the rhesus factor 
—namely, is Rh-negative. In 1941 Landsteiner and Wiener 
showed that the Rh factor is inherited as a dominant Mendelian 
character. The Rh-positive child of an Rh-negative mother 
inherits the factor from the father, and if the mother responds 
by making anti-Rh the foetus is likely to be affected 
by haemolytic disease. If in such a family the father is 
heterozygous (Rhrh) each child will have an even chance of 
being Rh-negative and so of escaping the disease, but if he is 
homozygous (RhRh) every child will be Rh-positive and likely 
to be affected.. The difference in clinical forms is probably 
due to varying degree and duration of iso-immunization during 
the course of pregnancy. Although immunization to the Rh 
factor appears to be responsible for the great majority of cases 
of haemolytic disease (Levine et al., 1941a, 1941b; Boorman 
et al., 1942) other group factors are evidently responsible in 
cases where the mother is found to be Rh-positive. 

The consequent anaemia in the foetus calls forth a great 
effort of response from all erythropoietic tissue. This has 
often been shown post mortem by previous workers, and is 
usually demonstrable in varying degree in the blood during life. 
Parsons, Hawksley, and Gittins in 1933, and Hawksley and 
Lightwood in 1934, laid stress on the fact that there was more 
evidence for there being a primary haemolytic cause for 
erythroblastosis than for a primary disturbance of blood 
formation. The possibility of a hereditary transmitted factor 
had not then been adequately investigated. 


Present Series of Cases 


This series of 19 cases (see Table) is necessarily a selected 
group of this disease. The selection is automatic and is there- 
fore typical of those cases coming to any children’s hospital 
which .is not directly attached to a maternity hospital; for 
macerated foetuses and stillborn infants are not seen, and it 
is rare for cases of hydrops foetalis or icterus gravis neo- 
natorum, which are fatal within 24 hours of birth, to be sent 
in before death. Seventeen were primarily cases of icterus, 
with or without anaemia ; two were anaemic only and showed 
no jaundice. Two had transient oedema of the eyelids ; one 
had ascites in addition to jaundice and pallor. One case 
appeared mentally defective. The age when admitted to 
hospital varied between 3 days and 6 weeks: 4 came within the 
first week of life ; 13 within the first fortnight. 


® Substance of a communication to the British Paediatric Asso- 
ciation, May, 1943. 
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Family History.—Five had the classical history of previous 
infants born jaundiced and dying within a few hours or days 
of birth, or a child jaundiced at birth who survived (in some 
cases living only to be mentally defective or kernicteric), or of 
stillbirths or miscarriages. Four had the family history of what 
might be called physiologically jaundiced infants previously. 
Three were first babies. Seven had no pertinent family history : 
of these, three were only the second child, three were the third 
In only one family was 
there a history in the grandparents’ generation. It is difficult 
to get these questions answered accurately, as people are 
naturally uncertain about aunts or uncles or cousins who have 
had stillbirths. None of the mothers had ever had a blood 
transfusion ; therefore no history of transfusion accidents could 
be obtained. 


Blood Findings with Reference to the Rhesus Factor 

In every case the blood of the mother and infant was tested 
for the rhesus factor.* All the mothers of this series were 
Rh-negative and all the infants were Rh-positive. Anti-Rh 
agglutinins were found in the mother’s serum in all but one 
case. When this has been proved it is suggested that the 
mother should have some words of warning written on her 
identity disk or card, such as: “ Please note in case of blood 
transfusion: I am Rh-negative.” Thus it is hoped to prevent 
the haemolytic transfusion reactions which would be anticipated 
should Rh-positive blood be used in these cases. 

The serological findings may be of diagnostic assistance. In 
some cases of jaundice of the newborn it is impossible to be 
certain whether one is dealing with a mild example of haemo- 
lytic disease or with physiological jaundice. This has been 
acknowledged before by Parsons, by Hawksley and Lightwood, 
and by Mollison. There may or may not be enough haemolysis 
to cause a dangerous fall in red-blood-cell and haemoglobin 
Case 11 bears out this point: jaundice had been 
maximal on the second day, after which it had faded until 
the tenth day, and then increased slightly ; by the fourteenth 


' day, when the baby reached hospital, the jaundice was again 


waning. This, then, might have been considered a case of 
physiological jaundice. The serological findings showed the 
mother to be Rh-negative and the infant Rh-positive. Anti-Rh 


| agglutinins were found in the mother’s serum. The diagnosis 


of a mild case of haemolytic disease of the newborn was 
therefore established. Congenital obliteration of the bile 
ducts had to be considered in the differential diagnosis of 
Cases 17 and 18. They were interesting examples of biliary 
obstruction lasting for an unusually long time in this haemolytic 


) disease. Here again the blood findings aided the diagnosis, 


the mothers being Rh-negative and the infants Rh-positive 
(Lightwood—awaiting publication). 


Treatment 

lt is well known that a certain number of cases, even of 
icterus gravis neonatorum, will recover with no treatment ; 
though Hampson in 1929 quoted an 80% mortality in a survey 
of untreated cases. On admission to hospital the clinical con- 
dition of the patient was considered and the blood picture 
determined. It was rarely thought necessary to transfuse unless 
the erythrocyte count was below 3.5 millions. Case 11 was 
therefore the one patient of the series who was not transfused. 
It is interesting, however, to debate whether it would not have 
been a good therapeutic measure to give a transfusion in this 
case. The haemoglobin level continued to fall slowly until 
the baby was 4 weeks old, and until then she was lethargic, 
difficult over feeding, and did not gain weight.» At the age 
of 4 weeks the haemolytic process ceased to progress, the 
anaemia lessened, and the general condition improved steadily. 
In all probability this would have happened sooner had a 
transfusion of rhesus-negative blood been given. Cases 4, 6, 
13, and 18 were watched for a varying period of 6 days to 
7 weeks before deciding that transfusion was necessary. The 
others were transfused within 24 hours of admission. 

The procedure has been varied as experience has accumu- 
lated. At the beginning of the series a transfusion of Rh- 
Positive blood was given when the condition was such that it 
was unjustifiable to withhold treatment until the Rh picture 


~* All serological tests were performed by Miss Boorman, Miss 
Dodd, and Dr. Mollison. 


had been determined and a supply of Rh-negative blood had 
been obtained. However, in the first three cases, in which 
Rh-positive blood was used, there was evidence of continued 
and even increased haemolysis. An initial rise of haemoglobin 
and erythrocyte levels occurred, as was hoped for by previous 
workers who treated their cases with parents’ blood. An 
increase in the jaundice and in the size of the liver and spleen 
was also noted. Within a few hours or days the haemoglobin 
and erythrocyte levels had fallen considerably and the infants 
were in need of further transfusion. The next transfusion was 
of Rh-negative blood. The rationale of giving Rh-negative 
blood free of agglutinins is that the foetal blood is Rh-positive 
and is undergoing destruction. It is desirable to give blood 
which is not so destroyed. (Chart I—Case 1—shows the 
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Cuart I.—Case 1. 


haemoglobin levels following transfusion with Rh-positive and 
then Rh-negative blood in the same patient. The level is not 
well maintained after the first transfusion, but is considerably 
better after the second.) 

Further haemolysis of the patient’s red cells is not prevented 
by giving Rh-negative blood. Blood is being provided, how- 
ever, which will not be destroyed more rapidly than normal 
and on which the infant can live until the haemolytic process 
of the disease has come to an end. Haemolysis continued to 
occur, as seen by gradually increasing pallor and fall of 
haemoglobin (Cases 3, 5, 8, 10, and 12). 

In a few cases mixed transfusions of Rh-positive and Rh- 
negative blood were given so that the survival rate of the two 
types of erythrocyte could be studied by Dr. Mollison. As 
reported by him in a paper read-before the Medical Research 
Society in Oct., 1942, and not yet published, Rh-negative 
erythrocytes were usually found to survive for at least 90 days, 
whereas Rh-positive erythrocytes were often destroyed within 
a few days of transfusion. Because of these findings and 
because of the poor clinical results observed, it was felt 
unjustifiable to continue to give transfusions of Rh-positive 
blood. The later cases in this series therefore received Rh- 
negative blood exclusively. No increase of jaundice’ has been 
noticed following Rh-negative transfusion. When Rh-negative 
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Cuart II.—Comparison with another series of cases. 


blood only was used, more than two transfusions were not 
necessary. This compares favourably with Diamond, Blackfan, 
and Baty’s results when up to six transfusions in a single 
case were given, with those mentioned by Hawksley and 
Lightwood when from one to four transfusions were given, and 
also with previous cases treated at this hospital. 
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A comparison of the present series with the 17. consecutive 
cases of erythroblastosis foetalis occurring in this hospital 
between 1935 and 1941 treated by blood transfusion is shown 
in Chart II. It will be seen that in the latter series up to six 
transfusions were required in a single case: The deaths (only 
those from the disease itself or transfusion are included) 
numbered 6 out of the 17 cases. Four of these patients were 
kept alive, but in analysing their blood pictures it was found 
that there had been no improvement after transfusions. Seven 
cases finally did satisfactorily, whereas in the 1942-3 series 
all 18 regained and maintained normal blood pictures. Eleven 
cases of the present series received an initial whole Rh-negative 
transfusion. Eight of these required only one transfusion. 

Two bottles of Group O Rh-negative stored blood supplied by 
the Transfusion Service are now always kept in the refrigerator. 
This store is renewed fortnightly. 
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Cuart III.—Comparison of two similar cases. 


A comparison of two similar cases of the disease is shown 
in Chart III. They are alike in family history, both second 
children, sibling normal, and they both presented at hospital 
on the third day of life. 1938: Blood picture on admis- 
sion—Hb 80%, R.B.C. 2.98 millions, no nucleated red cells 
seen. Therefore this presented as a milder case than Case 10. 
It is shown that in spite of three 80-c.cm. transfusions (father’s 
blood for first two, the third no specification) there is no 
improvement in the haemoglobin level; nor was there in 
erythrocyte count. On the 42nd day of life the infant is said 
to have developed diphtheria and its subsequent history is not 
known. Whereas the haemoglobin level of Case 10 was satis- 
factorily maintained after the second Rh-negative transfusion. 
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Cuart IV.—Two other similar cases compared. 


Chart IV shows another comparison of two similar cases. 
1935: presented on the 13th day of life; sibling jaundiced, 
died on 10th day. Blood picture on admission: Hb 50%, 
R.B.C. 2.1 millions, erythroblasts 13%. From the blood 
pictures on admission again it will be noted that this was 
apparently a milder case of the disease than Case 14. Six 
transfusions in all were given, but there was no arrest of the 
haemolytic process, and the infant died on the 20th day of 
life. Case 14 shows that the haemolytic process continued for 
two months after Rh-negative transfusion ; but the haemoglobin 
level did not fall alarmingly, and the general condition of the 
patient was well sustained. After two months the haemoglobin 
and erythrocyte levels steadily returned to normal. 

Mollison found in Case 8 that 15 days after the first trans- 
fusion, which was of Rh-negative blood, the great majority 
of the circulating cells were Rh-negative—i.e., those of the 
donor. Had the transfusion not been given the infant would 
probably have been moribund. 


Reaction to Transfusion 

There has been only one case of reaction from transfusion 
(Case 12). Rh-positive and Rh-negative mixed blood trans- 
fusion was being given. A total of 250 c.cm. had been planned. 
By the time 100 c.cm. had been given the jaundice had 
increased considerably, the respirations were rapid at 60 a 
minute, and the pulse was thready and imperceptible at one 
time. Nikethamide 0.25 c.cm. was given. The rate of drip 
had been reduced ; however, it was considered inadvisable to 
continue beyond 130 c.cm. The following day the jaundice 
remained deep but the general condition had improved. Thirty- 
six hours after the transfusion had been stopped the haemo- 
globin was 50% and the red cells 2.38 millions per c.mm. A 
strong Rh antibody had been found in the mother’s serum. 
It was decided to give a whole Rh-negative blood transfusion 
of 200 c.cm. No reaction occurred; the jaundice did not 
increase ; but the haemoglobin 24 hours later was only 60% 
and the red cells 3.2 millions. Four days later the haemoglobin 
had fallen to 50% and the red cells to 2.86 millions. A third 
transfusion was given, of 260 c.cm., this being the second 
entirely of Rh-negative blood. The general condition was now 
much improved. The red cells were 4.71 millions per c.mm. 
although the haemoglobin rose only to 70% forty-eight hours 
after this transfusion ; it was still at this level a week later. 

In this question of reaction after transfusion there is another 
interesting comparison to be drawn: the 1935-41 records show 
more often than not that a rise of temperature and some 
constitutional disturbance followed the transfusions. Also, as 
would be expected, an increase was noted in the~size of the 
liver and spleen and in the depth of jaundice—the haemolytic 
process was accentuated rather than decreased. As already 
stated, only the one reaction has been witnessed, and this was 
when giving mixed Rh-positive and Rh-negative blood. No 
increase of haemolysis has been observed in the present series 
from Rh-negative blood transfusion. 

Size of Transfusion.—It will be noticed that larger trans- 


fusions have usually been given than were previously employed. | 


The volume in c.cm. to be transfused is calculated from the 
formula 
% rise of Hb required 


100 

the blood volume being approximately 88 c.cm. per kilo of 
body weight (40 c.cm. per Ib.), calculated on expected weight 
for age from birth weight. This works out at more than 
10 to 15 c.cm. per Ib., which was the old recommended rule. 
This had been a sound rule, as a reaction to transfusion was 
then such a frequent occurrence. These reactions could be 
explained on a haemolytic basis and therefore might have been 
more severe had larger amounts been employed. 

All these transfusions have been given intravenously, by drip 
into the internal saphenous or a cubital fossa vein. It is 
aimed to maintain a constant rate of 15 to 20 c.cm. per hour. 
The infants have been kept in hospital overnight after the 
transfusion. 


x blood volume, 


Results 


All these cases have been followed to the present date. 
Sixteen of the 19 are apparently normal. One (Case 3) died 
of fulminating bronchopneumonia at the age of 24 months; 
this was six weeks after the infant had regained a normal 
blood picture (and after it had been discharged from hospital). 

Two cases were presumed to have brain damage. (No 
necropsy was performed, as these patients did not die in this 
hospital.) Both of them happened to have mothers with 
exceptionally high-titre antibodies in their sera. Both were 
severely jaundicedone from the third, the other from the 
second day of life. The first baby (Case 6) was not admitted 
until 12 days old, by which time already its cerebral function 
was abnormal and spasticity was marked. Though the jaundice 
faded after the second transfusion and the anaemia was 
permanently relieved, no advantageous change occurred in the 
mentality or spasticity. This baby died in Nov., 1942, aged 
5 months, of bronchopneumonia. The second baby (Case 2) 
was admitted aged 7 days. The jaundice was very severe and 
had become apparent on the second day. On the third day 
the infant had developed stertorous breathing and had become 
very weak. The erythrocyte count was only 1.8 millions, so 
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a small transfusion of the father’s blood (Rh-positive) was given 
—60 c.cm. (This case occurred early in the series.) The 
transfusion imcreased the jaundice ; the blood picture, although 
immediately improved, was reduced to the original level in 36 
hours. A second transfusion, of Rh-negative blood this time, 
was given, and a normal blood picture was thereafter main- 
tained. Grave doubts were held as to the mentality of the 
patient from his 14th day of life, from which time he lay in 
marked opisthotonos and stared vacantly. No spasticity was 
noticed until the fifth month. The condition was thought to 
be due to nuclear jaundice. He died in Oct., 1942, of broncho- 
pneumonia. 

Rustin McIntosh (1941) quoted a kernicterus incidence of 
10% in cases of erythroblastosis foetalis. In view of the fact 
that Fitzgerald, Greenfield, and Kounine (1939) state that it 
manifests itself within 24 hours of the jaundice, it is unlikely 
' that this dreaded sequel can be avoided. 


| 

Recommendations 
| 1. Blood transfusion with rhesus-negative blood free of 
agglutinins should be employed for the treatment of cases of 


; | haemolytic disease of the newborn. A relatively large trans- 


| fusion is advocated when necessary, as no haemolytic reaction 
need be anticipated. The general condition of the infant is 
thus gapidly improved ; a stay of only 24 hours in hospital 
with further out-patient observation can be allowed, and a 
minimum number of transfusions will be necessary. 

2. A store of rhesus-negative blood free of agglutinins should 
be easily available to all paediatric units and maternity 
hospitals. 

3. Pregnant women who have previously borne an infant 
thought to be affected with haemolytic disease should be 
tested for the rhesus factor. If Rh-negative, she should be 
delivered in a maternity institution where Rh-negative blood is 
available. 

4. For an infant born jaundiced, with.a strong family history 
of haemolytic disease, immediate transfusion with Rh-negative 
blood free of agglutinins should be given, no matter what the 
erythrocyte and haemoglobin levels. 


Summary 


Nineteen consecutive cases of haemolytic disease of the newborn 
have been treated and investigated with reference to the iso- 
immunization theory of causation. Eighteen of these were trans- 
fused. Clinical comparison has been attempted between the effective- 


ness of rhesus-negative blood free of agglutinins and rhesus-positive 
blood. All these patients regained a normal blood picture with at 
most two Rh-negative transfusions. 

These results are encouraging, and although the number of cases 
studied is small it would seem that if an infant with haemolytic 
disease of the newborn lives long enough to reach hospital there is 
a good chance of its survival. 


Dr. Mollison and his co-workers at the Sutton Blood Transfusion 
Unit have done all the testing for the rhesus factor and supplied us 
with the Rh-negative blood used in the series. I should like here 
to thank him. My thanks are also due to the staff of the Hospital 
for Sick Children, Great Ormond Street, for their co-operation. 
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Mr. Herbert Morrison foresees the Prison Medical Service of the 
future as an integral part of a new comprehensive health and medical 
service, but providing more opportunities for studying the mental 
aspects of crime. The Home Secretary, who was speaking to the 
Prison Medical Officers’ Association, said that study of this kind 
was developing well until stopped by the war, but it had been found 
Possible to resume it on a limited scale at Wormwood Scrubs. The 
number of prisoners in Britain had risen from 10,236 in 1939 to 
12,400 in 1942, due largely to. wartime offences. The incidence of 
certain diseases, especially venereal disease, had increased, but 
thanks to the efforts of the prison medical staff prisoners generally 
were healthier at the end of their sentence than when admitted. 


—— Katzin, E. M., and Burnham, L. (1941b). J. Amer. med. Ass., 116, 825. ~ 


OCCURRENCE OF THE Rh ANTIGEN IN 
THE POPULATION 
NOTES ON 5 CASES OF ERYTHROBLASTOSIS FOETALIS 
BY 


EDWARD D. HOARE, M.D. 
Department of Pathology, Welsh National School of Medicine 


In a recent paper Boorman, Dodd, and Mollison (1942) gave 
a full account of our present knowledge of the Rh factor in the 
bleod. The following is a record of its incidence in 1,122 
unselected blood donors in South Wales.* A study of 5 cases 
of erythroblastosis foetalis is also included. 
Technique 

The test serum was obtained by immunizing guinea-pigs 
with rhesus monkey blood as described by Landsteiner and 
Wiener (1941). Only 3 out of 10 guinea-pigs yielded satis- 
factory results, but from the three sera were obtained which 
gave a clear-cut distinction between Rh-positive and Rh- 
negative bloods at dilutions up to 1:60—a titre high enough 
to avoid confusion from any anti-A or anti-B agglutinins that 
might be present. It should be stated that the serum was 
kindly tested by Dr. Mollison, who confirmed the presence 
of Rh antibodies, but considered their titre somewhat low and 
apt to permit of false negatives. Dr. Mollison, however, in 
testing the serum, used equal volumes of cell suspension with 
1: 60 serum dilutions, whereas in testing the donors’ bloods 
1 volume of cell suspension with 2 volumes of serum was 
always used, so that a greater antibody concentration was 
obtained. Results were read according to the “sediment 
pattern” after standing at room temperature, and after micro- 
scopical examination of the resuspended sediment (Landsteiner 
and Wiener, 1941). At a later stage in the work the serum 
and cells were allowed to stand at room temperature for 1/2 
to 1 hour and were shaken and spun_at 500 to 1,000 r.p.m. 
for 1 to 2 minutes; the deposit was then examined for 
agglutinates by gently tapping the tube. The results obtained 
by this method agreed with those given by the “sediment 
pattern ” method. 


Table showing Distribution of the Rh Antigen in 1,122 Unselected 
Blood Donors 


Group: | aB A B | Total = 

iti 349 0 «(483 949 (846%) 

| 3 | 64 | 14 | 92 | 173 (15-452) 


The results correspond closely with those of Wiener (1942), 
who found 85.6% Rh-positive out of 777 persons of all groups, 
and of Boorman, Dodd, and Mollison (1942), who found 
85.15% Rh-positive of 1,610 persons of Groups A and O. 


Erythroblastosis Foetalis 
Various observations by Levine and Stetson (1939) and 
Levine, Katzin, and Burnham (1941) have shown that an Rh- 
negative mother carrying an Rh-positive foetus (by an Rh- 
positive father) may become immunized to the Rh factor in 
the foetus and produce antibodies which destroy the foetal 
erythrocytes. A haemolytic anaemia results in the foetus, and 
is manifest in the newborn infant in the condition known as 
erythroblastosis foetalis. Five such cases have come under 

my notice in the course of this investigation. 

Child a 19 days; jaundiced since birth; severe 
per c.mm.; Hb 24% ; moderate 
numbers of erythroblasts and normoblasts. Despite blood trans- 
fusion the child died. Father, Group A Rh-positive; mother, 
Group O Rh-negative; child, Group O Rh-positive. The mother’s 
serum, taken 3 weeks after her delivery, reacted against 2 Rh- 
positive Group O bloods. There was no reaction with 3 Rh-negative 
Group O bloods. The Rh antibodies were apparently of the cold 
type, and were detectable in the undiluted serum at room tempera- 
ture and to a titre of 1:4 at 0° C. 

Case 2.—Child aged 24 weeks; jaundiced since birth ; moderately 
severe hyperchromic anaemia. R.B.C. 2.02 millions per c.mm. ; 


® les of blood were kindly supplied by Dr. Drummond of 
the W Board of Health Blood Transfusion Service. 
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Hb 50%; erythroblasts and normoblasts present in moderate 
numbers. The child was treated by blood transfusion and re- 
covered. Father abroad; mother, Group A Rh-negative; child, 
Group A Rh-positive. The mother’s serum, taken 3 weeks after her 
delivery, reacted against 3 Rh-positive Group A bloods and gave 
no reaction against 3 Rh-negative Group O bloods. The titre of 
the antibodies was not determined. 

Case 3.—Child aged 2 days; jaundiced since birth; moderately 
severe hyperchromic anaemia. R.B.C. 2.15 millions per c.mm.; 
Hb 48%; moderate numbers of erythroblasts and normoblasts. 
Blood transfusion was given, but the child died. Father, Group O 
Rh-positive; mother, Group A Rh-negative; child, Group A Rh- 
positive. The mother’s serum, tested 4 weeks after her delivery, 
reacted against 11 Rh-positive bloods (2 Group A, 9 Group O), but 
gave no reaction with 9 Rh-negative bloods (2 Group A, 7 Group O). 
When titrated against 3 Rh-positive Group O bloods the serum 
reacted in dilutions up to 1:32. 

Case 4.—Child aged 3 weeks; jaundiced since birth; moderately 
severe anaemia. Small numbers of erythroblasts and normoblasts 
were present in the blood film. The child died before any treat- 
ment could be given. Father, Group A Rh-positive; mother, 
Group A Rh-negative; child, Group A Rh-positive. The mother’s 
serum, 2 weeks after her delivery, reacted against 14 Rh-positive 
Group O bloods—to a titre of 1:32 with two of them and 1:8 
with one. There was no reaction with 2 Rh-negative Group O 
bloods. 

Case 5.—Child aged 10 days; jaundiced since birth; very severe 
hyperchromic anaemia. R.B.C. 830,000 per c.mm.; Hb 27%; large 
numbers of erythroblasts and normoblasts seen. The child received 
blood transfusion, but died. Father, Group O Rh-positive; mother, 
Group A Rh-negative ; child, Group O Rh-positive. The mother’s 
_ serum, 24 weeks after delivery, reacted against 6 Rh-positive bloods 
(2 Group A, 4 Group O). There was no reaction with 3 Rh-negative 
bloods (1 Group A, 2 Group O). The titre was 1:16 when tested 
irfst 3 Rh-positive Group O bloods. 

In all the five cases described above the father and child 
were Rh-positive while the mother was Rh-negative. In all 
cases the mother’s serum contained Rh antibodies, and in four 
of the cases its titre ranged from 1:1 to 1:32. Case 4 was 
of interest in that the titre was 1:8 with some bloods and 
1:32 with others used for test purposes. Both the “sediment 
pattern ” and the centrifuge method were used in the determina- 
tion of the titre. They gave the same reading. In one case 
only was the antibody of the cold type. 

I should add that at the time these cases occurred the reports 
that Rh-negative blood often survived longer in the circulation 
of cases. of erythroblastosis foetalis than Rh-positive blood had 
not appeared, and as there was no theoretical reason against 
the use of Rh-positive blood, the Rh grouping of the transfused 
blood was not determined. A-B-O grouping and careful cross- 
matching tests were of course done. 


My thanks are due to Dr. MacCallum of the Wellcome Bureau 
= Scientific Research, who kindly supplied me with rhesus monkey 
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NOTE ON THE REHABILITATION 
HEART PATIENTS 


BY 


BASIL PARSONS-SMITH, M.D., F.R.C.P. 
Physician to the National Heart Hospital 


As with all other branches of mi@dicine, the aim of 
rehabilitation in heart disease is restoration of function 
and physical capacity to the fullest possible extent. For 
the achievement of such an objective it is essential that the 
general programme of treatment in cardiac patients shall 
include all such remedial measures as are likely to ensure 
the use of their physical capacity to the best advantage. 
. Fortunately the trend of modern opinion entirely reverses 
the long-accepted teaching which doomed patients with heart 
affections to a life of inactivity and permanent invalidism. We 
recognize in broad principle the varying degrees of debility 


A OF 


which cardiovascular diseases involve, but equally also we 
appreciate the fact that in such conditions the circulatory 
reserve may be relatively well maintained. The practical 
demonstration of circulatory reserve or compensation is not 
far to seek, for it is common knowledge that organic disease 
is frequently recognized during the casual examination of 
normally active individuals, and it quite often happens that 
patients with well-defined heart disease continue in strenuous 
employments and survive long professional careers of average 
duration. As expected, the records of such cases have provoked 
considerable interest, for they show conclusively that cardiac 
disease need not signify total incapacity and they adduce prima 
facie evidence that an efficient circulation can be maintained, 
under favourable circumstances, in patients suffering from 
structural heart affections. 

The significance of the term “cardiac reserve” has become 
increasingly apparent, and it is recognized nowadays as the 
essential pivot on which revolves the whole process of circu- 
latory compensation, incidentally also all the problems of 
rehabilitation. Suitable preparations for their ultimate re- 
habilitation should be included automatically when formulating 
schemes of treatment for patients with circulatory affections, 
and there is good reason to assume that under favourable 
circumstances they may be permitted ultimately to enjoy all 
the economic advantages of appropriate employment. 

Accepting these principles, the wide scope of our duty in 
regard to the management of cardiac cases becomes amply 
defined. We must not only be prepared to prescribe all the 
essential remedies that may be required by our patients during 
the initial stages of their illnesses but we must also assume full 
responsibility for their convalescence. We must envisage the 
time when they will be able to resume their original employ- 
ment or, alternatively, we must be prepared to recommend 
educational training for some suitable occupation, our assess- 
ment in this respect depending upon the extent of such physical 
defects as may be present, the patient’s age, temperament, and 
social circumstances. The intervention of Nature both in the 
cure and in the readjustment of cardiac patients cannot be too 
strongly emphasized. Assuming an average level of general 
health, we are justified in expecting that Nature, per se, will 
limit cardiovascular disease, that it will determine adequate 
compensation, and that, in general terms, it will promote a 
favourable prognosis. 


Preludes to Rehabilitation 


The natural development of compensation is obviously an 
essential prelude to rehabilitation, and the latter depends more 
particularly on the physiological capabilities of the myocardium. 
As the result of experimental research and clinical investigation 
we know that the pulse rate and the stroke volume increase 
during exercise and that the venous return to the heart is 
proportionately accelerated. These changes materially improve 
the range of the myocardial efficiency, it being a well-established 
axiom that, within limits, the greater the initial length of the 
heart-muscle fibres at the beginning of systole the more forcible 
is the subsequent contraction. Such considerations are of 
outstanding importance in the rehabilitation of patients con- 
valescent from heart affections, the rational deduction being 
that in appropriate cases exercise and occupation promote 
the efficiency of both the cardiac and the circulatory 
functions. 

It may be inferred from the above that heart patients require 
suitable exercise to maintain their general resistance and that, 
according to their degree of compensation, their circumstances, 
inclinations, etc., some form of regular employment is, in all 
cases, a most desirable prescription. 

A further and important factor in rehabilitation therapy is 
reassurance, the value of which cannot be over-emphasized. 
All classes of heart patients, particularly children, are naturally 
impressionable, and if encouraged in adequate fashion during 
the whole course of their illness they may be relied upon 
to assist materially theit curative treatment and future prospects, 
Bedside discussions concerning the gravity of any particular 
condition, its response or otherwise to treatment, the question 
of prognosis, and the possibility of complications should be 
avoided as a general rule. The heart-disease atmosphere should 
be obviated so far as is possible, and frequent examinations 
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of the heart are not desirable, there being ample evidence— 
ie, the sleeping pulse rate, the blood count, the sedimentation 
nate, the temperature chart, the general appearance, nutrition, 
dic.—on which for all practical purposes the disease process 
an be assessed. 

The therapeutic value of assurance is far-reaching ; it ensures 
the encouragement and confidence of patients—also, incident- 
ily, that degree of co-operation which is of vital consequence 
io their recovery and rehabilitation later. It may imply a 
certain amount of legitimate deceit, but it tends to stabilize the 
gneral environment of patients and obviates the development 
of neurotic symptoms which may be likely to supervene with 
‘little provocation in rheumatic children, whose temperament is 
often characteristically nervous in type. 

The rehabilitation of children suffering from heart affections 
has been the subject of considerable investigation in recent 
years, and well-standardized schemes based on_ institutional 
methods have now been formulated. A comprehensive service 
for the welfare of children suffering from heart disease is 
provided in hospitals specially adapted for the purpose, where, 
in addition to constant medical supervision, the young inmates 
enjoy all the advantages of juvenile society in their programme 
of games and graduated exercises, and where, at the same time, 
facilities for general education and vocational training are also 


available. 
Early Stages of Rehabilitation 


In many respects the rehabilitation of adults is a more 

complex problem than it is in children. They have naturally 
an inborn dread of heart disease, frequently they are apprehen- 
sive regarding their supposed limitations for exertion, and, 
unless vigorously persuaded to the contrary in these respects, 
their introspective tendencies may rapidly mature into con- 
firmed neuroses. Such, in point of fact, is more often than 
not the sequence of events in the group of cases nowadays 
listed under the title “traumatic heart disease.” 
the heart may be seriously injured as the result of accidents 
jaffecting the thorax, but in a considerable number of cases 
the diagnosis is built up on inconclusive evidence and per- 
petuated by litigation, with disastrous results to any chance of 
the patient’s re-employment subsequently. . 
When, on the other hand, patients are reassured in the 
early stages of their illness, they visualize their future with an 
increasing degree of confidence, and under these circum- 
stances their rehabilitation becomes a natural process. Suitable 
remedies, medicinal and otherwise, having been prescribed to 
alleviate the initial stages of the illness, and all urgent 
ymptoms having subsided, a course of light general massage, 
with passive and later resistance movements at the larger joints, 
should be begun at the earliest possible moment. Assuming 
that the patient shows no sign of intolerance to this treatment 
he may cautiously begin a programme of graduated exercise. 
Having accommodated himself to the sitting position, first in 
bed and later in a chair, breathing exercises should be pre- 
scribed, and he may next be allowed to test his walking capacity 
on his bedroom floor, then about the house, and in due course 
out of doors. 
After a varying number of. weeks, or possibly months, the 
circulatory reserve becomes stabilized and the patient may 
be regarded as having achieved the primary or ambulatory 
stage of his rehabilitation. Continuing with light general 
massage and breathing exercises, he may now be allowed to 
extend his walks by degrees—first on the level, later on easy 
gradients—and, in general terms, to ensure the maximum of 
sunshine and fresh air. While the patient is symptom-free 
the graduated-exercise scheme may proceed in uninterrupted 
fashion, but any suggestion of intolerance—e.g., complaints of 
sternal pain, breathlessness, palpitation, faintness, fatigue, etc. 
—will need investigation, with some revision of the daily 
toutine and probably, for a time, additional allowances of 
test. Otherwise it frequently happens that the smooth con- 
valescence of cardiac patients is materially delayed by some 
degree of obesity, and this condition should always be regarded 
a a complication of major importance. It constitutes a grave 
Menace to rehabilitation therapy, and in a certain number of 
cases may be the one outstanding factor that perpetuates 
incapacity in heart patients and renders them unfit for 
employment. 


Admittedly 


Remedial measures should be taken at the earliest possible 
moment. Certain forms of physiotherapy—e.g., massage, 
graduated exercise, electrical treatment, recreational activities, 
etc.—are helpful in varying degree, and in conjunction with 
these it is essential that dietetic modifications shall be included 
—e.g., a restricted intake of carbohydrates and fats, with fast 
days at regular intervals—also thyroid medication in adequate 
dosage if the basal metabolism happens to be subnormal. 


Exercise and Recreation 

In the absence of complications patients may be expected 
to evince in due course a natural urge to regain, through 
muscular activity, their normal range of physical fitness. As 
a general rule the first objective should be forms of exercise 
to whtich they were accustomed before their illness, also such 
games and amusements as may be in keeping with their age, 
physique, and personal inclinations. Certain principles, as 
follows, are fundamental to the question of exercise and recrea- 
tion in recovered heart patients: 


1. They must not involve extensive muscle-group exertion, either 
sudden or prolonged. 

2. They must not admit of undue exposure to weather extremes 
or tests of endurance, and, except in mild degree, they must not 
include contests for athletic supremacy. 

3. They must be regulated according to the exercise tolerance of 
each individual patient, which can be ascertained partly by objective 
examination, partly also by the patient’s own description of his 
effort sensations. 


Suitable Occupations 


Having accommodated themselves to appropriate forms of 
exercise and resumed in other respects their normal routine of 
domestic habits, patients ultimately arrive at the final stage 
of their rehabilitation, implying that they are again capable 
of employment. In general terms recovered heart patients 
should choose moderately light occupations which do not entail 
sudden or prolonged physical effort, which admit of relaxation 
during the working hours, and which afford opportunities for 
reasonable allowances of fresh air and easy exercises. It may 
happen that the patient’s previous employment conforms to 
these requirements, otherwise it will be necessary for him 
to choose an alternative occupation that will be appropriate to 
his diminished circulatory réserve and, at the same time, 
suitable to his personal qualifications and natural instincts, 


Medical Memoranda 


Misadventure under Convulsant Treatment 


Treatment by electrically induced convulsions (I prefer the short 
word “ electroplexy ") is such a useful and, on the whole, suc- 
cessful treatment for depression that its various hazards should 


be well publicized. 
Case History 


A youth aged 19 was brought to the out-patient department 
suffering from adolescent depression. He also had delusions of 
reference and hallucinations of sound and sight. It was thought 
that the florid symptoms were signs of a schizoid tendency 
uncovered by the depression rather than’ the signs of a primary 
schizophrenia. It was therefore decided to induce a con 
once a week in the out-patient department. 

On recovering from his third treatment he complained that his 
two upper central incisors were missing. Two bleeding sockets could 
be seen, and in their depths the stumps of the two teeth. The 
teeth themselves could not be found. The couch, the floor, the 
patient’s clothes, the nurse were all searched and radiographs were 
taken of the chest and abdomen. The x-ray sister then su 
that the teeth may have been lost upwards; she had found a tooth 
lately in an antrum, where it had been driven by an uppercut. The 

tient’s face was-radiographed and the complete teeth were seen 
— in the maxilla. digital examination the roots could be 
felt protruding immediately above the gum. What had been taken 
for stumps on first examination were really the crowns. The 
teeth had been driven up by the force of the tonic spasm in the 
second stage of the fit. 

It is gratifying to report that the patient has recovered from the 
psychosis. 


E, H. Larkin, 


M.B., BS. DPM. 
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Reviews 


A SYNOPSIS OF PATHOLOGY 


Synopsis of Pathology. By W. A. D. Anderson, M.D. (Pp. 661; 

illustrated. 30s.) London: Heary Kimpton. 1942. 

It is almost traditional to subject “synopses” to severe 
criticism. They are said to ‘tempt the student to memorize 
“ lists and tables” rather than read, learn, and inwardly digest 
the solid stuff of his textbook. In spite of this they are 
usually used quite legitimately for final revision immediately 
before an examination, and most of them can be used in no 
other way. They are almost unintelligible without considerable 
previous knowledge of the subject, they make desperately dull 
reading, and very few are illustrated. 

None of these criticisms can be levelled against this book. 
It has all the merits of a good synopsis in that it is compact 
and of convenient size, it is full of easily accessible and 
skilfully condensed information, it is beautifully and lavishly 
illustrated, and, above all, it is readable. Great pains have 
obviously been taken to bring the subject-matter up to date. 
There is, for instance, a short chapter devoted to virus and 
rickettsia diseases, another to vitamin deficiencies. The chapters 
on the pathology of the breast, the female genital organs, 
and the nervous system are full and lucid. The author has 
not been content simply to describe recently recognized or 
uncommon conditions: in most instances a brief description is 
accompanied by photomicrographs which would be difficult 
to find outside the pages of monographs and journals. Each 
chapter is followed by a list of well-selected references, 
practically all of which are to American journals. 

The scope of the book is certainly wider than that of 
a synopsis written for undergraduates and designed for pre- 
examination revision. In the preface the author expresses 1 
hope that it: will prove “useful to the clinician who must 
maintain familiarity with the foundation sciences of medical 
practice.” We predict that this hope will be realized. 


INTRODUCTION JO PSYCHIATRY 


Psychological Medicine. A Short Introduction to Psychiatry. 

Curran, M.B., F.R.C.P., D.P.M., and Er 

appendix, War-Time Psychiatry. Foreword by J. J. 

F.R.C.P. (Pp. 188. 10s. 6d., plus 6d. postage.) Edinburgh 

Livingstone. 1943. 
The elementary presentation of psychiatry is a formidable task. 
On the whole the authors have succeeded in presenting an 
accdunt of modern psychiatry which the beginner should find 
helpful, but the value of the book lies less perhaps in its 
formal descriptions, which are of necessity very brief, than 
in its attempt to inculcate*a sound-orientation to the subject- 
matter, and thus the word “introduction” in the title is apt. 
More of a book of this compass cannot be expected. In the 
introductory chapter the student is made aware how widespread 
the psychiatric net is, and he is encouraged to see psychiatric 
problems not in terms of the crystallized chronic forms of 
the mental hospital, which is too often all he is taught, but 
as an important domain of human study with ramifications 
towards all sides, not least the sociological—a view which this 
war should surely impress on a relatively unpsychiatrically 
minded profession and public. There follows an admirable 
chapter on the elementary principles of what is sometimes 
called “structural analysis” and so-called “ pluri-dimensional 
diagnosis.” Descriptions of the different reaction types follow. 
These are conventional but sound. The section on psycho- 
therapy will arouse little disagreement among those with a 
sound psychiatric training. The chapter on schizophrenia is 
somewhat disappointing, but to write a brief yet satisfactory 
account of this strange and intangible disorder is impossible. 
It might have been better to attempt a description in more 
general terms, concentrating on the so-called basic symptoms 
and illustrating the odd thought disorder with examples. The 
obsessional reaction pattern is, strangely enough, included in 
the chapter on affective reactions. 

Modern treatment is given prominence. By far the most 
yaluable part of this book, however, is the section on war 


psychiatry. Here the authors speak with a vigour and sureness 
of touch which bespeak an intimate day-to-day acquaintance 
with the problems involved. These chapters should alone 
assure the book a wide circulation. They should be read 
by all Service doctors. The section on prophylaxis is particu- 
larly good. One of the authors has devoted special study to 
the neuropsychiatric aspects of head injury, so that this chapter 
has a special authority. It is perhaps a pity that the authors 
did not devote the whole volume to waf psychiatry. An 
authoritative presentation of this field is needed, and such 
might be expected to enjoy more than ephemeral standing, 
since these problems will remain with us for many a year. 
Psychiatrists without experience in the armed Forces might 
well find such a book particularly helpful. There are notable 
omissions in this section. Thus there is no account of “ effort 
syndrome” or of the problems of malingering and responsi- 
bility and the so-called asthenic constitution, though all of 
these are daily concerns of the Service psychiatrist. A few 
remarks on the value of the electro-encephalogram would 
have been useful. Local authorities lax in implementing the 
provisions of the Mental Deficiency Acts should digest and 
take to heart the section on “the moron in wartime.” 

Lastly, this book has an unusual distinction. It is written 
by men of widely different schools, it can be described as a 
sound eclectic filtrate of modern psychiatric knowledge, and 
as such can be warmly recommended to the profession. 


CHRONIC EPITHELIOID GRANULOMATOSIS 


Der Morbus Besnier-Boeck-Schaumann. Chronische epitheloidzellige Retikulo- 
endotheliose sive granulomatose. By Dr. St. J. Leitner. (Pp. 138; 
_ illustrated. Fr. 2.50.) Basle: Benno Schwabe and Co. 
This is an interesting study of a pathological condition which 
began to be recognized in 1889 when Besnier first described 
the condition known as lupus pernio or chilblain lupus. 


_ Later it was acknowledged that the cases described by Boeck 


as sarcoids or miliary lupoids were of the same nature, 
and subsequently Schaumann pointed out that the disease was 
by no means exclusively a skin disease. Hence Dr. Leitner 
considers it only just that its nomenclature should be associated 
‘with the names of all three observers. Pathologically it may 
be described as a chronic epithelioid cell granulomatosis. In 
addition to the skin it typically affects the parotid glands, th: 
uveal tract, and the lymph glands, and produces swellings of 
the bones of phalanges. It is extremely chronic in its course, 
but may start at almost any age from infancy to extreme 
senility, and displays no preference for either sex. The problem 
of its aetiology has been much studied but without success. 


There is much about it to suggest a tuberculous infection, but | - 


we believe we are right in stating that in no case has the 
tubercle bacillus been demonstrated, and the results of animal 
inoculation have been far from conclusive. A large proportion 
of the cases have been reported from Scandinavian countries, 
at one time localities affected by leprosy, and perhaps for this 
reason attempts have also been made to prove that this curious 
disease is an attenuated form of leprosy, but there is very 
little real evidence that such can be the case. It remains an 
unsolved problem. 

Dr. Leitner has collated the work of previous observers and 
has added to it a critical description of some fifteen cases of 
his own. Both dermatologists and haematologists will find his 
remarks very interesting. 


MEDICO-RELIGIOUS POLICY OVER-SEAS 


The Wholeness of Man: A Study in the History of Healing. By Phyllis L. 
Garlick. James Long Lectures, 1943. (Pp. 202. 10s. 6d.) London: The 
Highway Press. 

The title of this book is derived from the unity of human 

personality, which implies a vital relation between the healing 

of body, mind, and spirit—‘ health is wholeness ; wholeness 
is health.” In developing her theme the author has been 

aided by experts on the subject. The book begins with 4 

good historical retrospect, from 2250 B.c., when the Babylonic 

Code of Hammurabi clearly indicated’ the existence of an 

organized medical profession, to the foundations of modern 

medicine and the evolution of medical missions which began 
about A.D. 1800. Medical science is perhaps the greatest benefit 
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that Western peoples have brought to the Orient, where fatalism 
and hopelessness had too often been the chief features of 
the traditional medical systems handed down the ages in an 
empirical manner. The extension of missionary organizations 
has led to the establishment abroad-of communities trained 
to a sense of responsibility and care for the soul as well as 
the body. Though somewhat overweighted with philosophical 
speculation the volume crystallizes views on medico-religious 
policy over-seas, and will doubtless be of great help to medical 
missionaries of all denominations. 


Notes on Books 


The Central Council for Health Education (Tavistock House, 
Tavistock Square, W.C.1) has issued some new material. (1) War 
on Disease. This pamphlet outlines in simple language the ways 
by which various types of illness may be spread, and how to prevent 
this happening; it deals incidentally with the spread of venereal 
disease, in pursuance of the policy of letting education on this 
subject take its place naturally with that on other infections and 
contagions. (2) Right Dress for Health. A \eafiet on clothing with 
particular reference to war workers and rationing difficulties. 
(3) Nerves. A leaflet giving hints on how to reduce nervous tension 
and “ jumpiness.” (4) Measles. The continued high incidence of 
measles has prompted this new leaflet (Health Hints No. 14). 
(S) Pasteurization of Milk. The article by Prof. G. S. Wilson, pub- 
lished on Feb. 27, 1943, in these columns, was felt to be of such 
importance that it has been reprinted by the Central Council with 
our permissidh. 


Dr. Epwarp Staunton West’s Physical Chemistry for Students 
of Biochemistry and Medicine comprises the scope of study pro- 
vided for in the regular course of biochemistry at the Medical School 
of the University of Oregon. The fundamental principles of 
physical chemistry are the same for all their diverse applications, 
and while the discussion of them is here directed only to biological 
phenomena they are enunciated and described in the form which 
serves as a foundation for all other applications. The author has 
been at pains in preparing this book to help the student who has 
had no previous instruction, and is to be congratulated on the lucid 
form of presentation which he has achieved, which is explicit 
without being prolix. Amplification of the text is given liberally 
wherever it serves to enlarge the instruction. Thus it is shown that 
the theory of the Donnan equilibrium, which was founded originally 
on thermodynamics, could have been deduced independently and 
equally well from kinetic considerations. The book is further 
characterized by a liberality in illustration of the principles of 
physical chemistry for explanation of biological phenomena, and in 
this respect also it is educationally informative in the highest degree. 


The publishers are the Macmillan Company, and the price is 28s. 


Howarp T. Karsner’s Human Pathology is a well-established 
American textbook, the sixth edition of which (J. B. Lippincott 
Company ; 63s.) has been extensively revised, and reset with two 
columns of print to the page, which makes for easy reading. An 
unusual feature is the exceptionally long lists of references given 
to guide the student in further reading, some extending to several 
pages: a smaller selection might be more helpful, or some indica- 
tion of which papers are the most important. The teaching through- 
out the book is clear and orthodox, and the illustrations, many of 
them new, are excellent. 


Surgeon Rear-Admiral C. M. Beapnett has produced another 
book of reference—An Encyclopaedic Dictionary of Science and War 
(London, C. A. Watts and Co. ; 25s.). The volume contains a mass 
of data concerning the adaptation of science to warfare, but for 
the most part the latest and therefore the most interesting informa- 
tion will of necessity not be available until the end of the war. 
Those who expect to find, for instance, the most recent developments 
in aero-engines, tanks, and radio as adapted to war uses may feel 
disappointment. The dictionary, however, is otherwise comprehen- 
sive, and its value is increased by the inclusion of many tables. 
Incidentally the last column of figures in the table on page 30 needs 
correction for the next edition. This is a book of reference that 
will prove of service to many. 


As there is good reason to believe that the majority of medical 
men and women are in favour of individualism and against bureau- 
cratic control, some of them may like to know of a 6d. pamphlet 
published by the Individualist Bookshop Ltd., 154, Fleet Street, 
E.C.4. It is entitled The New Authoritarianism in Education, and 
‘the three contributors are Dr. L. P. Jacks on “ Home Rule for 


Education,” Mr. Stanley Maxwell on “ Freedom in Education,” 
and Dr. John Murray, Principal of the University College of the 
South-West of England, Exeter, whose chapter is headed “* On Copy- 
ing the Nazis.” 


Under the title Plan for Clean Air the National Smoke Abate- 
ment Society has published an outline of the case for smoke pre- 
vention in the popular form of a “ quiz” of twenty questions and 
arswers. The pamphlet may be obtained direct from the Society 
at its temporary wartime address, 94, Manor Green Road, Epsom, 
Surrey, single copies 2d. each, post free. 


Preparations and Appliances 


A DIATHERMY AND SUCTION HOLDER 


Dr. RALPH FRIEDMAN writes from the West End Hospital for 
Nervous Diseases, Regent’s Park : . 


Those who have to use a diathermy knife and suction 
apparatus have often been annoyed, or ibly angry, when 
at the critical moment neither was to be found at hand. Inad- 
vertently they have fallen from their precarious positions on to 
the floor and have become unsterile, precious minutes thus being 
lost in substituting new sterile appliances. 

After much thought I have devised a very simple and inex- 
pensive instrument which would end the unnecessary daches 
that bothered us and a our brain operations to — 
smoothly and harmoniously. The apparatus, as can seen 


Fic. 2 
(The above photographs were taken by Mr. Jean Straker) 


from the two photographs reproduced here, is clipped on to 
the sterile sheet ; the diathermy and glass sucker fit neatly into 
a spring clip at either end. : 

My chief and I have tried this dual instrument-holding clip 
and have found it most useful and satisfactory. Whenever the 
diathermy knife or suction apparatus was wanted it was exactly 
where we had placed it. I have named this instrument 
Mr. G. C. Knight's diathermy and suction holder as a token of 
respect and esteem to my neurosurgical chief. I hope that 
others too will find the same satisfaction in using it. 

Messrs. Down Bros. have been most helpful and have done 
their best to make the instrument as rust-proof as it is possible. 
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MEDICINE IN TRANSITION 


At this moment the medical profession is at a critical 
turning-point in its long history. The war and the 
Beveridge report have quickened the evolutionary change 
through which the practice of medicine is going, and in 
the view of some at such a speed as to threaten us with 
a revolution in our professional affairs. The remarkable 
developments in medical knowledge and technique during 
the past two or three decades and the growth of the social ser- 
vices have both gone to mould the new ideas in the world of 
medicine on the form and content of the health services. 
As more social services are supplied, so are more demanded, 
and demanded as a right. The medical services—or, as it 
has become fashionable to call them, the health services— 
are essential to the nation’s life; and that they should be 
available to everyone without fear or favour is undeniable. 
But just as the public has a right to demand that these 
services should be at its disposal, so should it recognize 
its obligations to those who give the services and also take 
into account the demands of the medical profession. Many 
publicists these days talk and write as if the public, being 
the paymaster, must have the loudest, and indeed the only, 
voice in deciding what health services should be rendered, 
and how. The medical profession is justly proud of its 
tradition, and of the service it has rendered to this country. 
While, therefore, it must take full account of the actual 
position of medicine in the world of to-day, it needs to be 
conscious of its strength and position if it is to meet to- 
morrow the sudden introduction of changes which the bulk 
of doctors may regard as inimical to the practice of the 
art of medicine. 

‘We were told earlier this year in a published letter from 
the Secretary of the Ministry of Health that the Govern- 
ment’s projected scheme “ will of necessity affect deeply 
the structure of the medical profession.” We were told 
also in the same letter that at some stage a statement would 
be published, “indicating in general terms the kind of 
measures which the Minister would have in mind to submit 
to Parliament on behalf of the Government.” “ This,” it 
was added, “ will afford your group ample opportunity for 
further deliberation and reference back to the constituent 
bodies ; and in framing any time-table we shall not lose 
sight of the fact that so many of the profession are serving 
over-seas.” This statement is now awaited in the form of 
a White Paper, expected to appear within the next six 
weeks. That it shall be couched “in general terms ” and 
not embody any cut-and-dried plan has been urged upon 
the Government by the Representative Committee. That, 
in fact, the Ministry of Health has considered specific plans 
became clear in May, and doctors in this country caught 
a glimpse of how deeply the proposed changes—if they 
became actual—would affect the structure of the medical 
profession. 

The course of events is clearly outlined in an address in 
this week’s Supplement by Dr. G. C. Anderson, the Secre- 
tary of the B.M.A., who from his great experience puts 
forward the Association’s general policy and argues that 
the changes which it has long advocated would go far 
to implement Assumption B of the Beveridge plan. We 
endorse his view that the White Paper should not be pre- 
judged, and that when it does appear it should be sub- 


mitted to calm, dispassionate examination and criticism. 
The man who loses his temper in an argument usually 
gets the worst of it, and it is evident that in subsequent 
negotiations with the Ministry of Health any professional 
negotiating body will have to be very clear-headed. At 
the same time, if the medical profession is to be asked to 
give up its freedom of individual action through conver- 
sion into a whole-time State salaried service, emotion can- 
not be kept out of the argument. No man can view the 
surrender of personal liberty with dispassion. We suggest, 
therefore, that the emotions that may be aroused should 
not be wasted on side-issues, but should be controlled and 
used as a driving force behind the reasoned arguments 
that our negotiating body will place before the Govern- 
ment’s representatives. There is, indeed, one emotional 
attitude prevalent at the moment that should be dissipated 
—an attitude of defeatism represented by the statement, 
“A whole-time State salaried medical service is inevitable, 
therefore why resist ? ” 

In about two weeks from now the Representative Body 
will have placed before it certain general principles agreed 
upon by the Council at its meeting in July... We would 
draw attention here to Recommendation K—on the need 
for reform of central and local health administration. As 
Dr. Anderson with proper emphasis states: “We must 
insist that until the administrative foundation is clearly 
laid no other changes will be initiated ” ; and again, “ One 
thing we are all agreed on is that we shall not accept a 
medical service which is administered by local authorities 
in their present form.” In the reformed central and local 
administration there must be statutory medical advisory 
committees to be consulted on all matters of major health 
policy. In the next two weeks representatives, therefore, 


may well give close attention to the present administrative - 


structure of central and local health government, so that 
they may be clear about the reforms they must insist upon 
before any kind of new medical service is even contem- 
plated. The present framework is unacceptable to the 
médical profession. But whatever the framework, and 
whatever kind of service is fitted in it, what will determine 
the quality of the medical services in this country will be, 
as always, the quality of intellect and character of the indi- 
vidual doctor in that service. This in turn will depend upon 
the interaction between the natural equipment of medical 
students and the kind of education they receive. This 
education, so. far, has been given by the voluntary teaching 
hospitals of this country and the schools associated with 
them. If the character of these hospitals is changed, then 
it is not impossible that the character of medical men will 
change too. This is not to say that medical education does 
not need revision, and repeated revision. The training of 
the medical student and the provision of facilities for 
medical research are more important to the health of this 
country than any one of a multitude of plans. 

Until the Ministry of Health and the local authorities 
have reformed themselves, before starting to try to reform 
the medical profession, there will be little likelihood of 
administrative progress. In the meanwhile the Council 
of the B.M.A. proposes that the National Health Insurance 
Scheme should be extended to include dependants of 
insured persons and others of like economic status, and 
to cover consultant and specialist services and laboratory 
and hospital facilities. One of the real medical needs of 
this country is a clinical pathological service such as is, 
afforded now by the Emergency Public Health Laboratory 
Service. In the absence in peacetime of such provision 
the practising doctor was working with one hand. tied 
behind his back. The other immediate step recommended 


1 See Supplement to the British Medical Journal, Aug. 7, 1943. 
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is to experiment in group practice. Here, clearly, prolonged 
testing must be undertaken. But what is needed above all 
else is to bring the general practitioner back to his full 
status as a responsible clinician, having the complete care 
of the individual health of the members of the families who 
seek his advice. The rate of change of medical science 
suggests that the general practitioner of the future will do 
his work better in closer co-operation with professional col- 
leagues, but whether in a health centre or not remains to 
be decided. 

Changes are bound to come, and indeed have been urged 
for years past by the B.M.A. The direction these changes 
will take is as much the concern of the medical profession as 
of the public, and a harmonious agreement will be reached 
only if both take into full account the obligations and the 
tights of each other : to insist on all right on one side and 
all obligation on the other will lead to an impasse. A 
broad and sober outlook is now required of the profession, 
and Dr. Anderson’s address gives a statesmanlike lead. 
His exposition is so clear, and it will be read so widely, 
that no embroidery here can be needed. 


Rh IN PROGNOSIS AND TREATMENT OF 
HAEMOLYTIC DISEASE OF THE NEWBORN 


It can hardly be doubted that Levine and his collaborators 
are right in stating that iso-immunization of the mother 
plays an important part in the causation of erythroblastosis 
foetalis, more properly called haemolytic disease of the 
newborn. Levine says the disease results from the mother 
making or having an antibody to a foetal red-blood-cell 
antigen, inherited from the father but lacking in the mother 
herself, and the subsequent passage of this antibody through 
the placenta to act on the child’s susceptible blood. The 
Rh factor is the antigen most commonly involved. Tested 


cells of 85% of people in suis country are found to con- 
tain Rh (Rh-positive) ; 15% (Rh-negative) lack it. Hoare, 
whose results are recorded elsewhere in this issue, has found 
the same frequencies, testing with the sera of guinea-pigs 
injected with the red cells of the rhesus monkey ; similar 
results have been reported for the white people in the 
U.S.A. In one pregnancy in ten the mother is Rh-negative 
and the foetus Rh-positive ; and in one in five the mother 
has in her serum an agglutinin for an antigen of the A-B—O 
groups present in her foetus. Haemolytic disease seems to 
occur once in about 400 pregnancies: that is, in only a 
few where the blood groups make it possible, so other 
factors not yet understood must be concerned. Race, 
Taylor, Cappell, and McFarlane, in an article at p. 289, 
record their investigations of 50 families in which the dis- 
ease was diagnosed, and have confirmed previous findings 
that about 90% of mothers of erythroblastotic babies are 
Rh-negative and that anti-Rh agglutinins occur in the sera 
of most of these mothers, sometimes years after the last 
pregnancy—a fact of importance in blood transfusion. 
Where the mother is Rh-positive it seems that another 
antigen must be responsible, such as those of the A-B-O 
groups and subgroups, and the M, N, and P factors. Even 
when a mother is Rh-positive it is not certain that trouble 
due to Rh will not arise : she may make a sort of anti-Rh 
which acts on the red cells of all Rh-negative and of many 
Rh-positive: persons, including her child’s. This unusual 
type of agglutinin, because it works, as.it were, the other 
way round from anti-Rh, has been called anti-Hr; it 
appears to be an antibody to the Rh-negative factor, which, 


an absence of Rh. Some workers have noted a surprisingly 
high proportion of Rh-negative men among the husbands 


with human sera containir? anti-Rh agglutinins, the red — 


like the O of the A-B-O groups, must be more than merely 


of Rh-positive mothers of affected children, and it may 
be that many cases with Rh-positive mothers are due to 
anti-Hr ; but to produce anti-Hr the father need not neces- 
sarily be Rh-negative ; it has arisen when both father and 
foetus were Rh-positive. 

A question asked with increasing frequency at the present 
time concerns the chances of an unaffected child being 
borne by an Rh-negative mother who has had an affected 
child or children. If the Rh-positive husband is homo- 
zygous (RhRh) all subsequent children will be almost 
certainly affected, for they will be Rh-positive ; if he is 
heterozygous (Rhrh) each child will have an even chance 
of. being Rh-negative and of escaping the disease. But in 
such families there appears to be a marked scarcity of 
negative children, due to the majority of the fathers 
being homozygous. The mother is much more likely to 
be immunized when every pregnancy produces the anti- 
genic stimulus, as it does with a homozygous husband, 
than when he is heterozygous and some children are posi- 
tive and others negative. If the father has declared himself 
heterozygous by producing an Rh-negative child, the chance 
of the next child being negative and unaffected is one in 
two ; but in the absence of this indication the prognosis is 
unfavourable. 

Although knowledge of the part played by the Rh factor 
leads to a gloomy view of the chances of a normal child 
being born in a family in which the disease due to Rh has 
occurred in an earlier pregnancy, it has suggested a line of 
treatment which has given very good results in children 
who have lived long enough to receive it. In the past, 
attempts to replace by transfusion the blood destroyed by 
lysis have not been very successful. The lysis is due to 
the child’s Rh-positive blood cells reacting with the anti- 
body made by its Rh-negative mother, and as six out of 
seven donors are Rh-positive and untested blood was used, 
mostly positive blood was given, and this, like the child's 
own, was liable to be destroyed. As soon as erythroblas- 
tosis foetalis is diagnosed—and where there is a previous 
history cord blood should be examined—the child should 
be transfused with O Rh-negative blood, injected into the 
veins, not into the muscles. The mother’s whole blood, 
although Rh-negative, should not be used, as the plasma 
will almost certainly contain the harmful antibody. If no 
other negative blood is available, and the A-B-O groups 
permit, the mother’s cells washed free from plasma may 
be given. If Rh-negative blood is not available from any 
source blood from an O donor taken at random may be 
used, but it will usually be Rh-positive and may cause a 
transient jaundice. The father should not be the donor, 
and Rh-negative blood is more likely to be found among 
the wife’s than among the husband's relatives. 

The practical application of this work is exemplified by 
Janet Gimson’s article at p. 293, in which she describes a 
series of 18 affected babies treated by transfusion with Rh- 
negative blood. All the babies were Rh-positive and their 
mothers negative, and in the sera of all but one of the mothers 
anti-Rh was found. Whilst all the infants received Rh- 
negative blood, some of the earlier cases were given 
Rh-positive blood as well ; but, although with Rh-positive 
blood there was an initial rise in haemoglobin and red 
cells, haemolysis continued, and within a few days further 
transfusion was needed. Rh-negative blood does not pre- 
vent haemolysis of the child’s own cells : it merely provides 
cells which will not be destroyed more rapidly than normal 
and on which the child may live until the haemolytic pro- 
cess ends. When a mixture of Rh-positive and Rh-negative 
blood was given the negative cells survived normally while 
the positive were often destroyed within a few days. In 
14 of the 18 cases given Rh-negative blood the results are 
described as “ perfect” ; the other four regained and main- 
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tained normal blood pictures. No more than two trans- 
fusions of negative blood were needed in any case. How 
encouraging are the results of the treatment given to these 
18 babies is seen when they are compared with a series of 
17 consecutive infants treated at the same hospital by 
transfusion of blood which would nearly always be Rh- 
positive, as it was not examined for the factor. Six of the 
17 died from the disease or transfusion ; four were kept 
alive but without any improvement in the blood condition ; 
and only seven did satisfactorily, although much more 
blood was given to them—up to six transfusions to some 
—than to the 18 cases treated so satisfactorily with Rh- 
negative blood. Moreover, no reactions followed trans- 
fusion of Rh-negative blood, but in the other series, where 
untyped blood was given, more often than not there was a 
rise of temperature and some constitutional disturbance 
with increase of jaundice and size of liver and spleen. On 
admission to hospital the ages of the 18 babies varied 
between three days and six weeks, and, although it is well 
known that some cases even of icterus gravis will recover 
without treatment, the mortality is very high. There can 
be little doubt that treatment with Rh-negative blood is 
full of promise, and if a child lives long enough to receive 
it there is an excellent chance of its survival. Gimson 
thinks there is little hope of transfusion influencing kernic- 
terus—the suggested incidence is 10% of affected children 
—with the dreaded mental and other conditions which may 
possibly follow it. 


= 


MEASLES VACCINE 

Passive immunization with convalescent serum, adult 
serum, and placental globulins is not entirely satisfactory 
in the control of measles, and there is need for a virus 
vaccine which will confer a solid and lasting active immu- 
nity in interepidemic periods. One difficulty in the research 
work on the virus of measles has been the lack of a 
convenient laboratory animal susceptible to the disease. 
Although several Japanese workers have claimed trans- 
mission to guinea-pigs and rabbits by testicular passage, 
Mayer’ could not confirm their results, and suggested that 
activation of latent virus III infection had led to false 
interpretation. The monkey Macaca mulatta is suscep- 
tible, but obviously cannot be used in large numbers. 
Monkeys have been infected with blood and filtrates of 
nasopharyngeal secretion collected in the pre-eruptive and 
early eruptive stages of infection. The incubation period 
is the same in the monkey as in the susceptible child, and 
signs and symptoms are also similar in both, although some- 
what milder in the monkey. After the animal recovers 
from a mild infection it is immune to a second attack. 
Stokes and his collaborators? have recently made a care- 
ful preliminary study of a virus vaccine attenuated through 
repeated passage on the chorio-allantoic membrane of the 
developing hen’s egg. The living virus was then either kept 
frozen or desiccated from the frozen state, and, where pos- 
sible, tested for infectivity in the monkey. Two hundred 
and fifty-five children, most of whom had reliable medical 
histories which excluded previous measles, were vaccinated 
in various institutions in New Jersey and Philadelphia, and 
there were 37 unvaccinated controls who were exposed to 
the inoculated children. Inoculation was by inhalation or 
by the intranasal, subcutaneous, or intradermal route. An 
attenuated disease was produced in the great majority of 
vaccinated children, signs and symptoms including Koplik’s 
spots, exanthem, conjunctivitis, coryza, and fever, but there 
was only mild malaise and almost complete absence of 
cough. The fever was not sustained, and the children were 
“ brighter, more active, and far less toxic than is usual in 


1 Arch. Hyg. Bakt., 1941, 126, 285. 
2 J. Pediat., 1943, 22, 1. 


measles.” The reactions described, however, were far from 
negligible and would prejudice any scheme of mass immuni- 
zation. The disease in the 37 unvaccinated “ contact con- 
trols” differed in no respect from that observed in the 
inoculated ; there was thus no evidence that one passage 
of the attenuated virus from one human being to another 
produced any increase in virulence. The authors realize 
that in planning further research there are many factors 
still to be assessed, including the selection of virus strain, 
the potency and dosage of the virus inoculum, and the 
method of inoculation. Befgre a method can be generally 
applied it must be shown to be safe ; the use of modified 
living virus in the control of certain other diseases has 
proved not to be devoid of risk. In a second report® the 
same workers state that 22 vaccinated children were ex- 
posed to chance infection in an epidemic, and 7 developed 
the disease (3 attacks typical, 1 mild, 3 extremely mild). 
As a control to this group 7 vaccinated children in one 
school were intimately exposed to infection; none con- 
tracted measles, compared with 25 cases of measles among 
36 susceptible children. Of 24 vaccinated children who 
received challenging injections of blood from active cases 
of measles during the early stages of the disease, 11 
developed measles (3 typical attacks, 2 mild, 5 extremely 
mild, 1 “slight nasopharyngitis” without other symp- 
toms). Six suitable control children received injections of 
the challenge material and all six developed typical measles. 
In short, 40 of 46 vaccinated children appeared to have 
considerable protection against measles—results sufficiently 
encouraging to demand further clinical trial. 

A reliable serological method for the estimation of anti- 
body is urgently needed. While no such method is yet 
available, the developing chick embryo appears to provide 
a source of antigen in sufficiently high concentration. 
Results are awaited of further laboratory investigations 
carried out possibly in conjunction with clinical trials of 
virus vaccine. 


MEDICAL CARE OF SCHOOL CHILDREN 
The Government's proposals for educational reconstruc- 
tion, so far as the medical inspection and treatment of 
school children are concerned, are obviously limited by the 
uncertainty about the place, if any, of the school medical 
service in the health services of the future. The White 
Paper (Cmd. 6458, price 6d.) which has been presented to 
Parliament by the President of the Board of Education 
does, however, contemplate that when a “ comprehensive 
national-health service” is in operation “ it will no longer 
be necessary for local education authorities to provide treat- 
ment, and their functions will be confined to providing 
medical inspection and seeing that children and parents 
are properly advised and encouraged to seek through 
the new health channels any treatment the children may 
need.” This is good so far as it goes; it is to be hoped 
that the “ new health channels” will be the family doctor. 
Excellent as is the work of the school clinic, it does not 
stand in the same relationship to the child and the mother 
as does the family doctor, who knows the family’s history 
and environment, and who, more often than not, has 
brought the child into the world. In the meantime 
it is to be a duty of education authorities to see that 
all children at grant-aided schools who need treatment 
(except domiciliary treatment) receive it; and no charge 
is to be made for this. Hitherto the obligation of educa- 
tion authorities as regards treatment extended only to 
children in a public elementary school, and they were 
required by statute to recover the cost, except where it 


_was manifestly unreasonable to do so. It will also be a 


duty of education authorities in future to provide school 
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meals and milk ; previously they had power to do so only 
where the child through insufficient feeding would not 
profit from its education. The school meals service and 
the milk-in-schools scheme have already been greatly 
expanded since food rationing began, but the new duties 
laid on education authorities will mean still further exten- 
sion of both these services. 

Part-time education is to be compulsory for all adoles- 
cents between the ages of 15 and 18 who are not already 
attending full-time at school or otherwise under suitable 
part-time instruction. The curriculum will include physical 
training and instruction in health and hygiene, and the 
medical care of these persons will be provided by the school 
medical service. Finally, it is to be a duty of education 
authorities—not merely a power as hitherto—to establish 
nursery schools for children under 5 wherever the Board 
of Education thinks them necessary. These are especialiy 
needed, the White Paper states, in the poorer parts of 
large cities. Medical opinion, if one may judge from the 
discussion at a recent meeting of the London Association 
of the Medical Women’s Federation (Journal, July 17, 
p. 84), does not favour the communal nursery for children 
under 2, nor the provision of nurseries for those from 2 
to 5 as part of our educational system. Some training 
and instruction of the mother at a communal centre, like 
the Peckham Health Centre, to which the nurseries could 
be attached would, it is held, more suitably provide for the 
health and well-being of the “ under fives.” 


HYPERTENSION AND HEIGHT 


The work of Kretschmer and of Draper has put many a 
clinical observer on to the fascinating trail of correlating 
disease conditions with physical types. It has, for example, 
been stated that high blood pressure is most common 
among short persons, but statistical inquiry has failed to 
establish any clear association between height and hyper- 
tension. This question has been examined again by 
Robinson,' who gives data relating to 7,478 adult males 
and 3,405 adult females. Taking the two groups together, 
the short men and short women have very slightly higher 
systolic pressures than the tall groups, which is in agree- 
ment with the general findings. The author proceeded to 
classify the heights into three arbitrary groups: short. 
medium, and tall. The short men were under 66 inches and 
the tall men 71 inches and over; the short women were 
less than 63 inches and the tall women 66 inches and over. 
Each of these groups were further subdivided accord- 
ing to build into slender, intermediate, and broad, The 
criterion of a slender build was that the chest/height ratio 
was less than 0.5, and for a broad build it was 0.59 and 
ever. Among the men within each of the three build 
groups there was only slight variation in the mean systolic 
and mean diastolic pressures between the three height 
groups. But there were larger, though insignificant, dif- 
ferences among the women. A considerable rise in both 
systolic and diastolic blood pressures was shown within 
each height category as body build progressed from slender 
to broad, this increase being greater for females than for 
males. The difference in the mean systolic pressure of the 
slender and broad build groups was 13.7 for short men and 
13.8 for tall men, and for the corresponding female groups 
it was 18.3 and 24.9; for diastolic pressure the differences 
were for short men 9.1, tall men 10.4, short women 9.1, 
tall women 17.6. 

Robinson compared the incidence of low and high sys- 
tolic and-diastolic pressures among the short and tall men 


-on a great deal of excellent work. 


1 J. Lab. clin, Med., 1941, 26, 930. 


and women. Low pressure was taken as under 110 mm. 
for systolic and under 70 mm. for diastolic, with high pres- 
sures 140 and over and 90 and over. He found that for 
both male and female the tall groups had a greater inci- 
dence of hypertension, both systolic and diastolic, than 
the group of short stature, and less low pressure. This was 
most marked in the broad build groups : 16% of the short 
broad men and 13% of the tall broad men had low systolic 
and diastolic pressures. Systolic hypertension occurred in 
18% of the short broad men and 29% of the tall broad 
men, and diastolic hypertension in 16% of the short broad 
men compared with 23% among the tall broad men. The 
explanation of this finding, which is apparently a contra- 
diction of the results from all observations combined, is 
that there are many more short broad persons than tall 
broad persons in the general population, and, although the 
tall broad person is more susceptible to hypertension than 
the short broad person, this increased susceptibility is more 
than offset by the greater number of short broad persons. 
Hence all short men together will show a higher mean 
pressure than all tall men. 

The author concludes that the tall person has a greater 
risk of hypertension than any other individual, and that 
the difference in blood pressure between tall and short 
persons in specific build groups is due solely to a height 
difference. 


THE RESEARCH DEFENCE SOCIETY 


While the six anti-vivisection societies reported an income 
of over £50,000 in the last pre-war year (a sum probably 
much exceeded by now, especially in view of some recent 
legacies), the Research Defence Society manages to be alive 
and to “kick” with some vigour on a modest income of 
only about £500. No doubt if the R.D.S. adopted popular 
and pictorial (and one might add misleading) methods of 
propaganda, its support would be multiplied, though a body 
which makes a sober scientific appeal can hardly ever hope 
to rival another which makes a highly coloured sentimental 
one. Nevertheless, on an income of about £10 a week the 
R.D.S., as its latest annual report proves, manages to carry 
Its principal concern 
during the past year has been to combat the anti- 
inoculationists in the field of diphtheria and of small-pox. 
Sir Leonard Rogers, whose pen is unwearied in the Society's 
behalf, has assembled in a paper the information up to 
date concerning the results of preventive immunization 
against diphtheria, with some telling facts and figures, 
especially in relation to the recent campaign in Scotland, 
and this has found a wide distribution among local coun- 
cillors and members of health committees, where it should 
prove most serviceable. The fatal outbreaks of the virulent 
Indian type of small-pox, following the arrival of a ship 
at Glasgow in the summer of 1942, afforded the R.D.S. 
another opportunity to point the moral. After the vaccina- 
tion of known contacts had failed to stop the occurrence 
of cases, mass vaccination was carried out in each of the 
infected areas, and the calamity of a widespread epidemic 
was averted. Sir Leonard Rogers took advantage of the 
occasion to publish a paper, in the form of an. address 
to a ratepayers’ association, on the efficacy of vaccination 
against smallpox, and this also has been circulated in 
quarters where such enlightenment is most needed. 


We much regret to announce the sudden death of Sir 
Francis Fremantle, M.P. for the St. Albans Division since 
1919, chairman of the Parliamentary Medical Committee 
since 1923, and a past-president of the Society of Medical 
Officers of Health. 
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THE EDUCATIONAL BACKGROUND FOR 
THE PROFESSION OF MEDICINE* 


BY 


A. E. CLARK-KENNEDY, M.D., F.R.C.P. 
Physician to the London Hospital and Dean of the Medical School 


The rapid advance of medical knowledge in recent years which 
has made such great contributions to the prevention of disease 
and the relief of human suffering has, at the same time, had 
two inevitable and rather unfortunate consequences. On the 
one hand, it has resulted in an increasing degree of specialization 
in medical practice. On the other, it has enormously increased 
the requirements of medical education. The former is under- 
mining the position of the general practitioner in the country. 
The latter has resulted in technical education in the universities 
and schools, and the general education of many medical students 
is now an altogether inadequate background for their future 
position in the community. Let me therefore give you a brief 
account of medical practice in order that we may see the 
attributes of character which the profession of medicine 
demands and that you may form some opinion of the educa- 
tional requirements of future medical practitioners. Then, being 
myself u.educated in the classics, I must leave it largely to 
you to decide for yourselves whether these requirements can 
or cannot be met by a classical education. 


Empiricism in Medical Practice 


The general public usually have a misconception of the real 
nature of medical practice. Medicine deals with human life, 
and they forget that life of every kind from the scientific point 
of view still remains completely unexplained and utterly 
mysterious. We have advanced a long way recently, particu- 
larly in the prevention of epidemic disease, in our knowledge 
of dietetics, in our surgical technique, in the use of drugs, but 
most, if not all, of our knowledge, in view of our complete 
ignorance of the nature of life, is still really empirical. The 
doctor cannot limit his work to forces under his conirol. He 
is compelled to use physical and chemical agents in the treat- 
ment of diseases of a body which as yet we understand but 
little and in disorders of the human mind which so far we 
comprehend still less. We really know very little about 
medicine. The general practitioner, however, struggling with 
one insoluble problem after another, is faced with practical 
situations and is expected to produce results. Most patients’ 
demand miracles. Nature may work the miracle, or science 
succeed when Nature fails, but he is confronted repeatedly 
with slowly progressive conditions of unknown origin for which 
there is no certain treatment. These patients demand cures, 
and again and again he finds himself in an almost impossible 
position. 

In addition the general practitioner has to contend with the 
defects of human character and the peculiarities of the human 
mind ; with patients in whom fear upsets the working of the 
body and with people who use ill-health to escape the responsi- 
bilities of life. Many of his patients are children, and children 
constitute a problem in themselves. He lives in the society 
which constitutes his practice, and is compelled to compete 
with his fellow practitioners to earn his living. The practitioner 
must keep up to date with a rapidly advancing subject. He is, 
or should be, guide, philosopher, and friend to all sorts and 
conditions of men, and among rich and poor he must be 
prepared for all degrees of intelligence, every variety of religious 
belief, any moral standard. When young he has to deal with 
older men, and must imagine for himself what it is like to 
be old. When getting on in years himself, if he would be 
successful with his younger patients, he must recollect the point 
of view of youth. Lastly, he has to deal with incurable and 
dying people. He must know how to handle death: when to 
cease to “ strive officiously to keep alive.” What a life! 
not saying that general practice is always well done, but in 
this country we are still fortunate in the high standard of 
general practice, far the most difficult and in a way much the 
most important branch of the profession. Anything which 


= bon value of the classics in education 
the Classical Association in Cambridge. 


* A contribution to a symposium 
for various walks of life at a meeting of 


Iam 


undermines the position of the general ponettonst will be a 
disservice to the whole community. 


Attributes of the Doctor 


What, then, are the attributes of character required for the 
profession of medicine? First, common sense, wisdom, and 
sound judgment, which are always so much required on the 
borderline of scientific knowledge. Then an equal interest in 
science and the humanities; a capability for sympathy with 
the misfortunes of man, imagination so as to visualize the 
processes going on inside the body, and human understanding 
to perceive the thoughts passing through the mind; lack of 
prejudice ; intellectual honesty and a capacity for critical 
judgment in relation to alleged discoveries and new methods ; 
a sense of values and a philosophical attitude towards life and 
death ; the personal character to command respect and maintain 
discipline ; an interest in the organization of society, a reason- 
able degree of manual dexterity, and a capacity for accurate 
observation. 

This is demanding a great deal ; and how, then, do we select 
for the medical profession ?_ In the first instance on the school 
certificate! After this, general education for the boy who 
wishes to take up medicine usually ceases altogether, or is only 
continued in a half-hearted kind of way, because, unfortunately, 
an examination in chemistry, physics, and biology now remains 
the only requirement for the next rung of the ladder of medical 
education! Not only is general education therefore neglected, 
but this has created the unfortunate impression that a schoolboy 
aptitude for these subjects is the main indication of ‘the qualities 
required for the profession. Of course we want some boys with 
these tastes, but too many with tastes exclusively of this type 
wish to become doctors. The-universities endeavour to exercise 
a judicious selection on grounds of personality, character, and 
educational background. But the main problem is how to 
encourage more of those boys and girls with wider interests to 
take up medicine, and, after they have started, how to see that 
for all medical students their professional training does not 
crowd all other education out of the curriculum. 


A Classical Short Cut 

In the first place, the universities must reconsider their present 
policy and see that their examination systems do not necessitate 
specialization in science at school and that some opportunity 
is afforded at the university for medical students to continue 
their general education. In the second place, the schools must 
encourage boys with personality, character, and human interests 
to take up medicine, as well as those with an exclusive interest 
in the admitted beauty of modern science or an understandable 
fascination for laboratory technique. The boy who decides 
to take up medicine, however great his interest in laboratory 
work may be, must realize from the start that medicine is not 
merely an affair of science. The humanities do matter. He 
must be taught that a study of literature can be made a 
short cut to that understanding of human beings which he 
will require so much in general practice, and that modern 
languages will also provide him in adult life with access to 
the wider field of the medical and general literature of other 
countries. He must learn to think in terms of scientific progress 
and social evolution. He must be made interested in the general 
outline of history, and taught to see how the main streams of 
human thought have converged to produce our present outlook. 
His education must not be exclusively classical, but all this 
is surely quite impossible without some knowledge of Greece 
and Rome. Moreover, the classics should be able, if properly 
taught, to provide in a peculiar way that cultural background 
which the medical student should have for his technical educa- 
tion and which the average doctor requires for his hard 
professional life. 

The Greeks were particularly interested, as the doctor must 
be interested, in man. They puzzled over the meaning of life, 
and tried to interpret the tragedies of human existence with 
which the doctor becomes so familiar. They struggled with 
the moral law, and in all their inquiries maintained that balance 
between the study of things and an interest in people which 
is so important in medical practice. Hippocrates started accurate 
observation of “disease, and Plato foreshadowed the modern 
attempt at the understanding of the mind. The Greeks, in 
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fact, struggled with the same political, moral, medical, and 
gcial questions as we face to-day, and the history and thought 
of Greece epitomize all the problems of the twentieth century. 
A study of the classics is therefore a short cut to that 
inowledge of human life which is so essential in a young 
doctor when starting in medical practice. 


History before Syntax 

But can this aspect of the classics really be “put across” 
the adolescent mind at school? I ask for information. Are 
the classics at present really taught with this intent, or is 
the object of teaching classics mainly to encourage accuracy 
and inculcate mental discipline? If so, science and mathematics 
an do this just as well. Or are the classics taught from the 
point of view-of the structure of language, or merely to provide 
the technical basis for a real but rather improbable classical 
education at the university? I douot, personally, if it is possible 
io teach the classics at school as a background for medicine 
in the original dead languages. If a classical education is to 
provide the background that medicine requires (which I believe 
it can), and if boys so educated are to be stimulated to take 
up medicine (which is what we want), then boys must be 
taught less Greek and more about the Greeks. Translations 
of the classics must not be despised. Greece and Rome must 
be brought into relation with the modern world. A study of 
the past must be made a stimulus and guide both to the 
handling of the present and to the planning of that post-war 
world in which medical men will be called upon to play such 
a particularly important part. 

A real appreciation of Greek medicine only comes with 
experience. But let.us never forget that Hippocrates set for 
all doctors and for all time the ethical standard of medical 
practice : 

“I swear by Apollo, Physician, by Asclepius, and by all the Gods, 
to hold my teacher in this Art equal to my own parents, to teach his 
family this Art, if they want to learn it, without a fee: . . . I will 
use my treatment to help the sick according to my ability and judg- 
ment: . .. I will not administer poison or procure abortion: .. . 
{| will keep pure and holy my life and my Art: . . . I will not use 
the knife, but give place to such as are craftsmen therein: . . . and 
whatsoever I shall see or hear in the course of my profession I will 
never divulge, holding such things to be holy secrets.” 

In education translations of the classics are, in my opinion, 
of some value! 


THE COMPRESSED CURRICULUM 


ARRANGEMENTS FOR NEW SESSION AT MEDICAL 
SCHOOLS 


It will be recalled that early last year the Minister of Health, 
in view of the demand for medical man-power, brought to 
the notice of the General Medical Council a recommendation 
from the Medical Personnel (Priority) Committee in favour 
of some curtailment of medical study. The modification 
suggested by the Priority Committee was that students who 
produced evidence of having completed the whole of the 
curriculum after not less than 30 months of certified clinical 
studies should be admitted to the qualifying examinations. The 
General Medical Council was satisfied that under war con- 
ditions no objection should be taken to a departure to this 
extent by licensing bodies and examining boards, but it insti- 
tuted an inspection of examinations where this proposal had 
been adopted. 

Of the 22 licensing bodies in the United Kingdom 19 have 
adopted the recommendation of the Priority Committee ; the 
other three had taken anticipatory action which had the same 
effect of accelerating admission of students to the qualifying 
examinations. 

The Schools in London 

The various medical schools seem to have adjusted them- 
selves without any formidable difficulty to the new require- 
ment whereby 36 or 32 months of study are compressed into 
30. The Dean of the London Hospital Medical College states 
that the shortening of the Conjoint curriculum by three months 
has had no appreciable effect on the organization of the 


t Loeb’s Classical Library. Hippocrates, Vol. I, p. 299. Tramslated by 
W. H. S. Jones. William Heinemann, 1923. 


teaching, and the Dean of St. Bartholomew’s says that it has 


proved quite possible to fit the courses hitherto taken into. 


a period of 30 months. From St. Thomas’s Hospital comes 
the remark: “While we necessarily accept the ruling [con- 
densing the clinical curriculum into 30 months) we look 
forward to the time when this unfortunate cut will be again 
readjusted.” The Dean. of St. George’s Hospital Medical 
School states that there has been little or no shortening of 
the various courses, but that as students take only very short 
holidays nowadays they find it possible to meet the require- 
ments of the examining bodies in a shorter time than in 
the pre-war era. At University College Hospital the course 
has been compressed in one or two respects so that students 
may—and for the most part do—enter for the finals after 
completing 30 months of clinical study. The London (Royal 
Free Hospital) School of Medicine for Women has found that 
the reduction to 30 months necessitates a certain amount of 
dovetailing of clinical work, but no changes have been made 
in the details of the course. That seems to be the position, 
more or less, in all the London schools. The Dean of one 
of them writes: “My college is just as it was, without any 
alarming or extensive reconstruction, and is doing very well, 


thank you.” 
Provincial Schools 


At Manchester clinical teaching is to begin only in April 
and October of each year, when an introductory six-months 
course wil] be given. The curriculum here has been revised 
in order to leave the sixth year free from university classes, 
to enable students to concentrate on hospital work, and to 
give them a chance to hold resident appointments with 
a view to accelerating qualification and accustoming them 
to a certain amount of responsibility. Systematic teaching 
in pathology is to begin immediately after the examination in 
anatomy and physiology. The teaching of pharmacology ‘s 
to include anaesthetics and therapeutics, and the course is to 
run concurrently for five terms with that of pathology and 
bacteriology, examination in all three subjects—that is, pharma- 
cology, pathology, and bacteriology—to be taken at the same 
time. 

Durham students, at the medical school at Newcastle-upon- 
Tyne, are being allowed to sit for their final examinations six 
months before the normal date. Certain courses and examina- 
tions are therefore being expedited; otherwise there is no 
special alteration in the curriculum as a whole. At Birmingham 
the curriculum has been shortened by six months, thereby 
giving students the option of taking their final examinations 
in December instead of the following June. 

Until the present session no curtailment of the curriculum 
had been made at Sheffield, as it was felt that the standard 
of medical education should be maintained if possible, and 
that in a small school the number of students qualifying each 
year is so insignificant that the speeding up of the date of 
qualification would not assist the national effort to any material 
extent. But now, to conform with the practice generally 
adopted by the medical schools, a revised time-table for fifth- 
and sixth-year students has been drawn up under which the 
students due to qualify in March, 1944, will do so in December, 
1943. Next year those who would have qualified in the 
ordinary way in March, 1945, will do so six months earlier. 
The first gain of three months has been made possible by 
telescoping the lectures of the last half-year of the usual 
course and by depriving the students of the final three-months 
revision period. The eventual gain of six months is brought 
about by the introduction of a summer vacation term for 
fifth-year students, beginning only a few weeks after the com- 
pletion of their fourth-year course, and by curtailing the final 
medical and surgical clinical appointments and the final 
revision period. 

Leeds, in complying with the request to reduce the clinical 
period to 30 months, made the reduction applicable to the 
group of students who are due to complete their final examina- 
tion in’ March next, thus allowing successful candidates to take 
their degrees this September. The Dean states that it has not 
been easy to compress the last 18 months of the curriculum 
into 12, but the compression has been spread as evenly as 
possible over the whole of the clinical period, and thus the 
strain on the student has been lessened. But he mentions also 
the heavy strain on the teaching staffs caused by the exigencies 
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of war—a strain which the shortening of the clinical period 
, has done nothing to ease. 

The final part of the curriculum at Bristol has been com- 
pressed to enable those students who would normally qualify 
in June, 1944, to take their final examination in December, 
1943, if they wish to do so. A similar arrangement at Bristol 
last year enabled a small number of students, who would 
normally have qualified in December next, to take their final 
examination last June. The Welsh National School of 
Medicine at Cardiff has also shortened the clinical period to 
30 months while making every endeavour to maintain quality 
and content. “A third degree examination is now held each 
year in addition to the usual two. 


Arrangements at Oxford and Cambridge 
Special arrangements at Oxford and Cambridge have resulted 
in considerable saving of time. At Oxford most of the students, 
having taken physics, chemistry, and biology before coming 
to the university, begin work. on anatomy and physiology 
_during their first university year. At the end of their first 
term they are able to take organic chemistry, and‘ thereafter 
to prepare for the examinations in human anatomy and 
physiology for the first B.M.; these they take in their sixth 
term. Hitherto, in peacetime, they have obtained their B.A. 
degree (without which they cannot take the B.M., B.Ch.) by 
specializing for a year in work for the Final Honour School 
of Animal Physiology, but during the war a pass B.A. degree 
is being awarded on the results of the first B.M., and the 
Honours examination is taken only by specially recommended 
candidates. After passing the first B.M., usually at the end 
of the second year, the student immediately begins to prepare 
for the second: B.M., with examinations in seven subjects, 
the last three of which—medicine, surgery, and midwifery— 
must be passed simultaneously. These are now taken in the 
fourteenth term from university matriculation instead of the 
eighteenth term as in peacetime, thanks to the saving of 
the year aforesaid. 
Another wartime departure at Oxford is that whereas, after 
passing the first B.M., the students continued their training 
at one of the London or Provincial teaching hospitals, they 
now, to the number of about fifty a year, are given the oppor- 
tunity of taking the whole medical course at Oxford. The 
advantages of this, in the particular field of ophthalmology, 
were mentioned in an annotation in the Journal of July 31 
(p. 144). The standing committee allows hospital practice of 
less than the peacetime 33 months wherever reasonable ; most 
people do 30 months, but some less. 
One of the bodies which anticipated the Government's 
requirements was Cambridge. When it was foreseen that the 
need for doctors would become acute as the war went on, 
changes were made which had the effect-of reducing the com- 
pulsory period of pre-clinical study from three years to two 
years, and in consequence of reducing the total period of 
medical study from six years to five. As a result there went 
down from Cambridge in the autumn of 1939 very nearly 
double the usual number of medical students, for in addition 
to the men who had completed the normal period of three 
. years’ pre-clinical study, a large number of students at the 
end of their second year were able to pass examinations in 
anatomy and physiology in October and to begin clinical work. 
The long result of this action matured in 1942, at just about 
the time when the Army increased its demands for medical 
practitioners, and during that year approximately double the 
number of candidates sat for the final examinations. This 
figure, of course, will be only temporary, and the number of 
candidates who present themselves for the final examination 
in this and subsequent years will not exceed the normal. 
One other war change at Cambridge has been the putting 
in abeyance of the regulation which requires medical students 
to read for honours. In times of peace students have to reside 
in Cambridge for three years and to obtain an honours standard 
in a tripos. Almost all Cambridge medical students have 
taken the Natural Sciences Tripos, and it.is probably true 
to say that the courses of instruction for this tripos constitute 
- the greatest contribution which the university makes to medical 
education. But while this regulation has been put in abeyance 
it has been a source of great satisfaction that a large number 
of men have voluntarily taken the tripos courses and many 


have succeeded ins reaching a good standard in Part I of the 
Natural Sciences Tripos at the end of their second year. 


The Scottish Schools 


At Edinburgh there has been no general shortening of the 
five-years period of study which normally has to be spent 
at the university, but in order to release a number of final- 
year students for hospital work and service in the Forces as 
early as possible a group of 30 selected students have had 
their course expedited so that they may. qualify six months 
earlier than the normal date. This plan was introduced in 
1942 and has been continued this year. It is brought about 
by utilizing the summer vacation for regular teaching in a 
number of final-year subjects. 

To accelerate the qualification of students at Glasgow the 
final professional examinations for the session 1943-4 have been 
advanced by three months and will be held in December and 
June next, when the clinical examination for the degree of 
M.D. will also be held. At Aberdeen there has been no 
shortening of the curriculum for the M.B., B.Ch. Shortly 
before the war it was decided to lengthen the curriculum from 
five years to five years and two terms—that is, 17 terms in 
all—which would have meant, had this original proposal been 
adhered to, that during the current year 1943 there would 
have been no medical graduates. To avoid this the university 
instituted a fourth term in the fourth and fifth years of study, 
with the result that graduates in normal numbers are coming 
from this university this September, having completed the 17 
terms. No other wartime changes have taken place in the 
curriculum, except that tropical medicine, hitherto optional, has 
been made compulsory. At St. Andrews a full teaching term 
was instituted this summer for senior students with a view to 
expediting the date of the final examination from June of next 
year to March. 

Concentration of Teaching 


For the fifth year some of the London schools remain in 


part dispersed, but such dispersion as continues is due not so 
much to the emergency as to the fact that the new arrangements 
have been found, on the whole, more advantageous from the 
teaching point of view. But there is a tendency to return 
to London. The departments of anatomy and physiology of 
the London Hospital, which had been temporarily transferred 
to Cambridge, have come back. Charing Cross students, 
except for the first six months of the clinical period, when 
they reside at Ashridge Hospital, now pursue the whole of 
their studies in London. The pre-clinical departments of the 
London School of Medicine for Women, after three years’ 
exile at Exeter, are returning to London for this next session. 
The whole of University College Hospital Medical School has 
returned to its old premises in London, where the teaching and 
clinical training are carried on much as before the war. 

On the other hand, the pre-clinical school at Guy’s is re- 
maining at Tunbridge Wells, the clinical work being carried 
out at Guy’s itself and at the sector hospitals in Kent. St. 
Thomas’s still has its pre-medical and pre-clinical school at 
Godalming, but the governing body of the school is making 
all provisional arrangements for the return of these departments 
to London by October, 1944. Incidentally its department of 
chemistry has become the department of biochemistry, and 
the teaching of all the introductory subjects is being more 
closely correlated with clinical teaching, so that the pre-medical 
and pre-clinical work is no longer a preliminary “ nuisance” 
to fade into the limbo of things to be forgotten after the First 
and Second M.B. “The early and late clinical periods are 
taken in London, where St. Thomas’s has 170 beds, with out- 
patient and casualty departments on practically a pre-war 
basis, and the periods of in-patient medical clerking, surgical 
dressing, and midwifery are spent at the new hospital which 
has been opened at Hydestile close to the school premises at 
Godalming. St. George’s undertakes all the clinical subjects, 
except midwifery, at its old home at Hyde Park Corner, but 
it has a branch at Wimbledon with some 120 beds, and teaching 
facilities in specialized aspects of medicine and surgery are noW 
available. The clinical students of the London School of 
Medicine for Women continue to work at the Royal Free 
and at a number of hospitals in the sector in Hertfordshire. 
Incidentally, many more women seem to be taking to medicine. 
The West London Hospital Medical School now admits 24 
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women students annually. The new quota at Oxford is seven 
women students per annum—though this figure may be slightly 
increased for the year 1943-4—as against 64 men. A real 
difficulty which women students are up against concerns the 
London polytechnics, which train students up to their First 
M.B., but the students have to go elsewhere for their sub- 
sequent training. A number of women students, having passed 
their First M.B. at a polytechnic, find difficulty in securing 
places at Second M.B. schools. Numbers have been quoted— 
but are admittedly incomplete—which suggest that about half 
the women fail to get in anywhere, ‘ 


The Importance of Paediatrics 

The new importance of paediatrics is reflected in the arrange- 
ments at many schools. Manchester is considerably extending 
its. instruction in this subject, which is now given throughout 
the whole of the clinical period. Birmingham has: introduced 
paediatrics as a separate subject in the final examination. At 
Sheffield arrangements have been made for students to be in 
residence at the Children’s Hospital for at least three weeks 
during their children’s diseases appointment, this in addition 
to the usual residence of one month during each of the final 
medical and final surgical appointments and of two months 
during the midwifery appointment. 

The Edinburgh Medical School continues tp make a feature 
of child life and health. During the last three years clinical 
teaching in infant health has been given in the maternity 
pavilion at the Royal Infirmary, using as clinical material the 
newborn babies and the babies attending the hospital infant 
clinic, and this course has now been extended by the Faculty 
of Medicine to 20 meetings given to all students in the 
final year. The full programme of teaching in child life and 
health will now consist of 20 systematic lectures, a clinical 
course of three months (50 meetings) in diseases of children, 
given at the Royal Hospital for Sick Children, and the new 
clinical course in infant health (20 meetings) at the Royal 
Infirmary. The Faculty has also recommended that the subject 
be given a separate place in the final examination. These new 
arrangements give effect to the recommendation of the General 
Medical Council that in the final examination there should 
be a test of the candidate’s knowledge of infant hygiene and 
of diseases in children. 


Other Innovations 


A feature of many of the reports from the schools is the 
new solicitude for student health. Thus, at Charing Cross a 
scheme already in existence for safeguarding students’ health 
has been enlarged, and it is hoped by a reciprocal arrangement 
with the Royal Dental Hospital to make a further extension 
which will cover dental as well as medical examination and 
treatment. In this connexion some remarkable developments 
at Birmingham should be noted. The University of Birmingham 
recently made physical education compulsory for all students 
in their first year. This not only has familiarized the men 
themselves with regular and organized physical education but 
has provided the university with a means of giving the pre- 
liminary training which is essential if a reasonable proportion 
of the undergraduates are to pass the physical military effici- 
ency tests for the Senior Training Corps. Medical examination 
is a prerequisite to the introduction of the tests, and for this 
purpose a university medical officer has been appointed, an 
appointment unique in British university experience. His chief 
care will be the routine examination of the men students, but 
he is to be concerned also with research into health standards 
at the university and with inspection of the physical education 
programme from the health point of view. A change which 
has affected medical students only is the university requirement, 
following an intimation from the War Office emphasizing the 
necessity for basic military training for candidates for com- 
missioned rank in the R.A.M.C., that every medical student 
shall undergo two years’ medical military training. Fifth- and 
sixth-year students will still normally be exempt, but courses 
of lectures are arranged for the men of the present senior years 
who under previous rules have escaped service in the Senior 
Training Corps. 

Several of the schools report a considerable increase in the 
number of applicants for admission—Leeds and Cardiff ‘n 
particular, the latter stating that the number is far greater 


than the school can receive, and that the selection is in the 
hands of a special committee consisting of academic repre- 
sentatives from all the constituent organizations of the uni- 
versity. The unusual numbers, however, are a minor difficulty 
compared with other wartime urgencies and changes, and the 
schools are to be congratulated on the way in which they 
have dealt with the situation, meeting the national requirements 
without any real betrayal of educational ideals. 


Postgraduate Facilities 

The British Postgraduate Medical School at Hammersmith 
Hospital is carrying on its work as usual. All departments are 
active, but some modifications have to be made owing to 
reduced staff. Postgraduate students are accepted .in the 
departments of medicine, surgery, obstetrics and gynaecology, 
pathvlogy, and radiology. Intensive war courses are held every 
week, each lasting five days, and are attended by a large number 
of officers of the British and Allied Services. The School is 
also prepared, as a temporary measure, to accept undergraduate 
students who desire to fulfil the university requirements in 
obstetrics and gynaecology, hospital practice, and pathology. 
No undergraduate student is admitted direct; he is admitted 
only at the request of the dean of his school, and because of 
wartime difficulties arising therein. A considerable amount of 
research work is in progress at Hammersmith on shock 
problems, on hepatitis and jaundice, on silicosis, and on ques- 
tions arising in connexion with haemoglobin estimation. The 
Medical Research Council Radium Beam Research Unit has 
been transferred to Hammersmith and the deep-therapy depart- 
ment of the hospital has been considerably enlarged. Students 
are accepted for the Part II requirements of the Diploma ia 
Medical Radiology. The number of patients and the work 
of the hospital itself are probably greater than in pre-war days, 
more especially in the out-patient departments, which have 
expanded very rapidly. 


MEDICAL STUDENTS ORGANIZE 
FIRST YEAR’S WORK OF THE B.M.S.A. 


The appearance above the horizon, a little more than a year 
ago, of the British Medical Students Association was an event 
of some importance to the future organization of medicine. 
Students of the universities have expressed their views through 
the National Union of Students, of which the medical schools 
have been active constituents. But the special problems around 
and ahead of the medical student seemed to call for a separate 
organization, and this was set up in a spirit of the utmost 
friendliness with the National Union, with which the B.M.S.A. 
remains in the closest and, to the new body, most helpful 
relations. 

The circumstances which precipitated the formation of the 
new Association was an endeavour on the part of some London 
medical students, at University College Hospital, to formulate 
a memorandum on medical education with a view to its 
presentation to the Goodenough Committee. They began to 
feel themselves at a loss because at no point could they speak 
representatively and say that medical students held this opinion 
or that. 

At the inaugural meeting in the summer of 1942 as many 
as 17 schools were represented by delegates, and the organiza- 
tion has since grown until now all the medical schools (except 
three in London) are constituent members. Nominally, there- 
fore, it can be said to represent 90% of the medical student 
population in England and Wales, Scotland, and Northern 
Ireland—altogether 8,250 members. But this, of course, is far 
too flattering a picture, for among students as among their 
seniors there are large numbers who take their own indi- 
vidualistic line or are indifferent or hostile to collective counsel 
and action. The active spirits in the B.M.S.A. are not, in the 
main, the final-year men, who, quite understandably, are 
already beginning to detach themselves from student life, but 
are the students in the earlier clinical years. They include » 
larger number of women students than would be expected from 
the total proportion of women to men in the schools, and two 
students from the London School of Medicine for Women 
are members of the small executive committee. An obvious 
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disadvantage is that, apart from London, with its thirteen 
medical schools in -close juxtaposition, and Glasgow, medical 
students are in small widely separated communities. At present 
the Paper Control prevents the establishment of a regular 
bulletin, and for Association news the good will of editors 
of school gazettes has to be solicited. The British Medical 
Association has acted as a kindly sponsor, assisting financially 
and as host. 

Students in Conference 

The inaugural meeting was followed by a congress last 
December, attended by 500 medical students, when the 
Minister of Health, Lord Moran, P.R.C.P., and Prof. J. A. Ryle 
(who is the honorary president) came to bless the undertaking. 
A visitor to that congress and to the first annual general 
meeting, which was held in July of this year, would have 
revised any former notion he might have held about medical 
students as irresponsible and rather “hard-boiled” persons. 
The students who took part showed themselves to be not only 
highly intelligent, which was only to be expected, but familiar 
with the implications of present-day movements in medicine 
and able to express their point of view well and succinctly. 
Incidentally the quality of the speaking and the capacity of 
the chairmanship set a good example to older assemblies. But 
it was the modesty of the students that made the chief impres- 
sion. They made no claim to know better than, or as well as, 
their elders. They might well have asserted that as they were 
more affected than all but the newest qualified men by the 
shape of things to come they had a right to discuss these 
matters, but they preferred to regard it as a duty rather than 
as a right, recognizing that there are no rights where there 
are no responsibilities. On the other hand, having as yet no 
responsibilities, they felt that they could at least discuss the 
matters without the prejudice which arises as the result of 
experience. As one of them said, “ We are still young enough 
and daft enough to work for a future that will be better than 
the present.” 

It must not be thought that the Association is a political 
body, at all events in the narrow sense of that word. As its 
president, Mr. David Pyke of University College . Hospital 
Medical School, put it, it is faced with long-term and short- 
term issues. The long-term issues, like the Beveridge plan 
and certain aspects of student health, have inevitably a political 
tinge. But the B.M.S.A. also stands for immediate things over 
which there can be no controversy: objects designed to improve 
the efficiency and ameliorate the lot of students, suggestions 
for new instruction—the recent annual meeting passed a resolu- 
tion asking for the inclusion in the medical curriculum of a 
compulsory course in normal psychology—and the encourage- 
ment of staff-student committees such as have already been 
set up at Leeds and other schools. 

One enterprise upon which those concerned are to be con- 
gratulated is the arrangement of a series of lectures on war 
surgery, which are being given weekly this late summer in 
London by leading surgeons of Great Britain and friendly 
nations. The question of coeducation excites some controversy, 
though it is limited practically to London; but on another 
matter affecting their women colleagues the Association is 
taking what action it can—namely, the inability of many 
women who have taken their First M.B. at a polytechnic to 
obtain a place in a medical school for their Second M.B. 


Student Health 

Certain aspects of student health (concerning all students, 
not medical ones only) belong also to the short-term range 
of activity. These include propaganda directed towards making 
the general student body “health-conscious”; the extension 
of National Health Insurance to students (students are at 
present uninsured persons, and being members of a non-earning 
community they sometimes have difficulty in affording medical 
fees, though for medical students medical attention is usually 
freely available); the. application to students of the mass 
miniature radiography scheme ; and an immediate review and 
improvement where necessary of social conditions—including 
canteens, students’ lodgings, and so on—within the universities 
by the students’ organization in conjunction with the authorities. 
Other suggestions like the appointment by every university of 
a medical officer of health—following the recent example of 
Birmingham—come later. 


The two outstanding achievements of the first year of this 
new association were the memorandum on medical education 
and its own “ Beveridge report.” The memorandum was sum- 
marized in our Supplement of Jan. 9, 1943. It was presented 
later to the Goodenough Committee, which had a three-hours 
interview with the students’ representatives, who explained their 
proposals. The committee was interested to find the students 
in favour of compulsory house appointments after qualifica- 
tion, provided adequate payment was made by the hospitals. 
Other points stressed included the greater use of beds in 
municipal hospitals for teaching purposes and the advantage 
of student residences, not in the final but in the earlier years. 

Discussions on the Beveridge plan have taken place in nearly 
all the schools, and the subcommittee has collated the opinions. 
The students have not restricted themselves ‘to the consideration 
of Assumption B, but have had the whole report under review, 
bearing in mind the increasing emphasis on preventive medicine 
and positive health. All the schools gave support to the plan 
as a whole and to the conception of the national minimum. 
But on the question of the comprehensive medical service there 
was a wide and healthy disagreement. A lively discussion 2 
the recent annual meeting was crystallized into a long and 
rather colourless resolution, but the lack of colour in the 
resolution was due to an attempt to assimilate the many vivid 
contrasting hues, They agreed that a comprehensive medical 
service would be more effective only in conjuriction with the 
Beveridge report as a whole, but that there was no need to 
await such completion, and that the comprehensive service 
would be of the greatest possible value to the community, 
giving real financial security to the doctor and ensuring the 
maximum democracy in the profession. Such a serviceewould 
need to be under the control of the Minister of Health, with 
a central council consisting mainly of professional workers. 
The students favoured health centres, and on the subject of 
payment the majority opinion appeared to be in. favour of 
a combination of fixed salary and capitation fee with an upper 
limit to the number of patients under any one doctor. 

Vaguely worded, of course, but the important thing is that 
these questions should be under continuing discussion. It is 
the fact of discussion which is important, and not, for the 
moment, the conclusions. 


Correspondence 


X Rays and the Colon 

Sir,—lI refrained from replying to Dr. E. Millington’s letter 
(July 24, p. 117) as I did not think that many would mis- 
interpret your short report of my address on functional 
disorders of the colon at the Proctological Section by thinking 
me guilty of stating that the radiological examination of the 
colon was of no value. But as Dr. Norman P. Henderson 
(Aug. 21, p. 247) has now made the same mistake I may 
perhaps be forgiven for pointing out that I am hardly likely 
to hold such an opinion in view of the fact that I wrote the 
earliest paper on the x-ray diagnosis of a functional disorder 
of the colon in 1906, that I was the first in this country to 
describe the use of an opaque enema in 1909, and that the time- 
table still used as the standard for the normal rate of passage 
through the alimentary canal is founded on the observations of 
a group of Guy’s students working with me in 1906. 

It is none the less true that in the last six weeks I have-seen 
two cases of carcinoma of the stomach clearly indicated in 
beautiful radiographs but missed by the radiologist who took 
them, one as long ago as last March, when the patient's 
practitioner was persuaded against his better judgment to reject 
his clinical diagnos‘s of malignant disease by the negative x-ray 
report. I have also seen a case of carcinoma of the pelvic 
colon clearly visible but wrongly interpreted, and another in 
which pain in the right iliac fossa was ascribed to diverticula 
of the iliac colon when an obvious filling defect was present 
in the caecum. These diagnoses were made by four different 
radiologists, ail of whom were on the staffs of large hospitals. 

During the same period I have seen radiological reports 
ascribing symptoms to dropped stomach, dropped colon, colon 
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“pockets,” cup-and-spill stomach, duodenal diverticula, and 
mucous colitis. Such diagnoses do great harm by helping to 
convert a patient with a mild functional disorder, who could 
be cured by the simplest psychotherapy, into a confirmed 
hypochondriac, nursing his mysterious but mythical malady, 
though,- fortunately, surgeons are less easily persuaded nowa- 
days than formerly to raise a “ dropped ” viscus, fix a movable 
one, and unfix a fixed one. 

X-ray diagnosis will never be satisfactory until the clinical 
and pathological training of the radiologist is improved by 
insisting that no diploma should be awarded to a man who 
has not personally studied the anatomy and physiology of the 
normal subject, as I had the good fortune to do whilst demon- 
strator of physiology at Guy’s in 1906-7 and that great pioneer 
of radiology Dr. A. E. Barclay did during the same period, 
and who has not held the appointment of house-physician in 
a general hospital for six months.—I am, etc., 


Oxford ARTHUR Hurst. 


Conditions for Good Work 


Sir,—Dr. C. C. Cobb (July 24, p. 121) agrees that our great 
lack in general practice is “conditions that make’ good work 
| possible,” but emphasizes that money is one of the means to 
| our end—a first-class medical service for all. I acknowledge 
this comment gratefully. Certainly the Ministry of Health will 
| not expect first-class service for a third-class fare! Our main 
‘tontention is that calm, thoughtful, and considerate handling 
| of the sufferer demands time ; and when the services of a highly 
tained professional man are concerned “time is money.” 
Owing to the present meagre pay in vogue the panel doctor is 
often conscious of an unseemly rush in his interviews. 


There has been ample airing of views on medical needs, and 
definite proposals from the profession are now due on reorganization 
of the bulkiest item—general practice. Does not private practice 
provide us with the working model of the first-class service ordained 
by Parliament? Of course, it needs adjustments with the growth 
of medical science and varying needs of the community, but, in the 
main, it has well stood the test of time and proves satisfactory to 
both doctor and patient. Unfortunately, the ideal of payment for 
item of service cannot be incorporated in the new national service 
as the masses could not afford it, so the capitation basis with 
Government assistance is necessary. 

The average rate of pay per patient in private corresponds to 
about treble that of the National Health Insurance, and so the 
doctor gives the time and decorum required for a satisfactory inter- 
view. Nothing less can give the patients their due, and to get this 
the new national service must reduce the ration of patients accord- 
ingly and raise the capitation fee proportionately in order to main- 
tain the doctor’s income. The yearly remuneration per doctor may 
be little affected, but double the present total of doctors would be 
used and hence a doubled total expenditure by the Government 
will be necessary. Until this reform comes, the mere extension of 
the existing National Health Insurance standard of service, coupled 
with hospital services, to all below incomes of £420 does not satisfy 
the Beveridge plan, which stands for first-class service. In the 
remote rural districts the doctor is at a great disadvantage owing to 
professional isolation. All the more necessary is a man of ability 
tbove the average, and to attract him added remuneration is the 
just reward of the sacrifice involved. 

The Government slogan repays reflection. “ A first-class medical 
service for all unaffected by economic status ” heralds the dawn of 
a new era in which our services will be regulated by the patient's 
pathology instead of his purse. This will satisfy one of the longings 
of the ardent spirits of medicine, many of whom are at present 
away with the Forces. After all, viewed down the microscope, 
tancer appears the same whether derived from one station of society 
or another. The pain from acute retention of urine is much the 
same in a peer or a porter. Again, granted decent remuneration, 
there will be time for the family doctor to pursue pathology to the 
tnd, whether it be at home, in the hospital, or the post-mortem room. 
By collaborative visits to hospitals, as at present in private cases 
at the nursing homes, there is ensured vital continuity of care for 
the patient and for study of the case. Such official association with 
hospital life guards against professional sequestration, of which the 
doctor so often complains at present, and keeps his knowledge 
u to date naturally, which is vastly superior to occasional artificial 
feeding by refresher courses. The latter may be inevitable for the 
tural practitioner. 


The Government calls for a first-class tune and will pay the 


piper accordingly.—I am, etc., 
Bristol. A. WILFRID ADAMS. 


Service Doctors and State Medicine 


Sir,—On several. occasions recently supporters of a State 


“Medical Service have told me that serving M.O.s as a body . 


are whole-heartedly in favour of a State service. As I was 
in the R.A.M.C. myself at the beginning of the war and met 
many other M.O.s with whom I exchanged views, I thought 
this very doubtful. 

I have lately received a series of letters from abroad, among 
them some from a friend of mine—Lieut.Col. A. B.. 
R.A.M.C. He tells me that after nearly four years’ experience 
of a State service he and his officers are so tired of it and 
dissatisfied with it that they hope and pray the B.M.A. will 
oppose the establishment of a whole-time State Medical 
Service in England tooth and nail. He further voices a very 
common grouse of Service M.O.s, particularly of senior officers 
who are increasingly concerned with administration, when he 
says: “ During nearly four years of war I have done perhaps 
two months of real medicine, and I feel that I am beginning 
to forget what I once knew. What is to become of us—and 
our patients—when this is all over?” What inceed? I would 
like to suggest that the B.M.A. should press, with all the 
strength of which it is capable, for the establishment of a 
three-months refresher course, on full pay and allowances, for 
any Service M.O. who wishes to take advantage of such a 
facility when hostilities are over. 

In his latest letter Col. A. B. says that he and his officers 
have discussed again Assumption B of the Beveridge report, 
and all, without exception, are utterly opposed to its imple- 
mentation unless all the other sections of the report are also 
implemented. They further wonder how “ positive health ” can 
be achieved by a full-time State Medical Service unless housing, 
nutrition, and education are first dealt with and placed beyond 
reproach. One of his officers declared that if a State service 
were established in England he would prefer to stay in India 
and bring his wife and children out to join him. The-youngest 
of his officers, who joined the R.A.M.C. directly from hospital, 
was perhaps more opposed to State service, with its strangling 
red tape, than any of them, and reported that on board ship 
on the way to India his medical draft held a meeting to discuss 
the threatened changes in practice, and on a free vote unani- 
mously passed a resolution rejecting the idea of a full-time 
State Medical Service. 

Col. A. B. ends by saying that in his experience serving 
doctors feel that no such fundamental change in methods ot 
practice should even be discussed until they have returned 
home, and they completely fail to see why there should be this 
sudden urgency about the matter. 

This is also the general sense of my correspondence with 
other doctors in the Forces, and I feel that I am not far 
wrong in stating that there is as large a percentage of them 
opposed to State Medical Service as there is among those of 
us in civilian practice, and that means a definite majority in 
favour of the retention of professional freedom.—I am, etc., 

Victor RUSSELL. 


The Future Health Services 


Sirn,—It is rather confusing to find some of your corre- 
spondents still decrying the Beveridge report, which is more 
or less common ground, without suggesting convincing alterna- 
tives to “State” service. What has become of the scheme 
which last September the Representatives thought to have well 
and truly launched for suitable working out by the Planning 
Commission? If it has been stillborn, the term is not 
“evolution” but “decay.” For the B.M.A. to finish up, as 
geems possible, with simple extension of N.H.I., and no more, 
would be, I submit with all respect, a poor result for everyone. 
—I am, etc., 


Athertoa. A. PATTON. 


Public Opinion on Health Services 


Sm,—Your correspondent Dr. W. N. Leak (Aug. 21, p. 243) 
expresses his disagreement with my letter of Aug. 7 in a 
manner that amply justifies your having printed it. He says: 
“The doctor’s duty is to speak and act as he thinks right 
without fear or favour.” Of course it is desirable “to ensure 
that his opinion should be free from outside pressure.” Surely 
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we all agree most heartily so far as these remarks apply to our 
professional relationships with patients ; although, personally, 
1 fail to see how this ideal can be achieved in any system 
where the doctor’s remuneration is directly proportional to the 
extent to which he pleases each individual patient. Far too 
often the doctor is pressed to bow to what in relation to his 
professional opinion might legitimately be termed ” ill- 
instructed popular clamour.” But that is not a legitimate 
description of public opinion in relation to the Beveridge 
report. Moreover, in that connexion the doctor is not in 
“his privileged position,” being at most no more than an 
experienced adviser, while as an interested party he is certainly 
not in a favourable position to sneer at public opinion in the 
contemptuous manner adopted by Dr. Leak. ¥. 

We may be entitled to hold our own opinions about 
democratic government, but no one can positively refuse to 
recognize its reality or any of the other fundamental facts of 
the situation. May 1, therefore, be permitted to repeat that 
it is the people's representatives in the House of Commons 
and not members of the medical profession who are shortly 
going to recommend and carry out reforms. Also they are 
doing this in response to what Dr. Leak calls “ ill-instructed 
popular clamour” and not in order to quell any spontaneous 
revolt of the medical or even insurance circles against their 
present lot. How can any arguments be expected to hold water 
where the actual facts of a situation are being dismissed as 
“ pseudo-realistic "?—I am, etc., 


Eye, Suffolk. J. SHACKLETON BAILEY. 


Diabetic Retinitis 


Sir,—Mr. J. H. Doggart asks (Aug. 14, p. 212) if any of 
your other readers have had the happy experience of Dr. George 
Graham (July 24, p. 115), who has seen retinitis improve under 
diabetic control, whereas Mr. Doggart has seen no improve- 
ment in vision from good treatment. Our experience supports 
both their views, because they are probably referring to dif- 
ferent phases of the same disease. By the time a case reaches 
an_ophthalmologist for defective vision the disease is already 
well advanced, and usually shows extensive exudates which 
can rarely be affected or removed by treatment. But physicians 
who examine their diabetics’ eyes carefully as a routine see 
much earlier stages of retinitis, as haemorrhages and small 
exudates may be seen for 5 years or longer without appreciably 
affecting the vision. The earliest stages of small haemorrhages, 
even very numerous ones, may completely disappear under 
vigorous treatment with insulin—whether they may disappear 
without treatment we do not know. 

We have not worked out any accurate figures in our patients, 
but of some 1,500 cases with diabetic retinal lesions some 50 
have lost all haemorrhages or show an occasional small one 
from year to year with unaffected vision. e€ vast majority, 
many with large exudates when first diagnosed, become slowly 
but progressively worse, total blindness being, however, rare ; 
but an unfortunate small minority, often fairly young and 
well controlled, mysteriously develop retinitis proliferans with 
rapid loss of vision. It is significant, we think, that the com- 
paratively few adolescents we have seen with retinitis have 
been most wildly uncontrolled cases, the retinal lesions having 
usually developed during their worst phase and been checked 
by better control of their diabetes. We think, therefore, at 
present that careful diabetic treatment is most important, may 
even remove the condition, but more often checks its progress. 
—We are, etc., ; 

R. D. LAWRENCE. 


Coe. WILFRID OAKLEY. 


King’s College Hospital. 


Anaesthesia for Laryngofissure 
Sir,—In view of the recent correspondence on anaesthesia 
in laryngofissure I think it worth recording my experience in 
one case quite recently. 


The patient was a man aged 68 years with a small tocalized 
squamous-celled carcinoma on the right vocal cord. Laryngofissure 


-was decided upon and I was asked to give the anaesthetic. The 


following is the procedure I worked out and adopted. For pre- 
medication the patient was given 1/100 gr. atropine one hour before 
operation, together with pot. brom. 40 gr. orally. In the theatre 
the patient was made to gargle with 5 c.cm. 2% anethaine solution 
(Glaxo), which was subsequently swallowed. Three c.cm. of 2% 


anethaine was then injected intratracheally through the crico- 
thyroid membrane, and two more injections were then made into 
the region of. the superior laryngeal nerve ; these extended from 
the cricothyroid membrane upwards and laterally for about 3 in., 
and were made up of about 5 c.cm. of 1% novocain and adrenaline 
(strength: adrenaline mv and 1% novocain 1 oz.). I stress the 
fact that adrenaline was used and will refer to this later. 

Anaesthesia was then induced with 1/2 g. intravenous sodium 
pentothal, which I then followed by introducing a No. 5 Magill’s 
rubber endotracheal tube through the nose, passing it into the 
trachea with a Meagill’s direct-vision laryngoscope. Inhalation 
anaesthesia was then continued using gas, oxygen, and trilene as 
anaesthetic agents. 

The operation then commenced and throughout I experienced no 
trouble whatsoever. Tracheotomy was not performed, as, in the 
opinion of the surgeon, it is an undesirable measure if it can be 
avoided from the point of view of subsequent sepsis and distress 
to the patient. The thyroid cartilage was split and the trachea 
packed off round the endotracheal tube with gauze. During the 
whole of these proceedings no spasm occurred, and also throughout 
the operation there was a minimum of bleeding. The wound was 
closed without drainage. The patient was conscious on the table 
within a few minutes of stopping the anaesthetic ; the tube was 
removed and an airway inserted. On returning to bed the patient 
was immediately put in a sitting posture, showing. no ill effects. 
There was no vomiting and he has made remarkable progress. 


I stressed the use of adrenaline as it may be used in the 
presence of trilene, unlike chloroform ; also qnother important 
fact is that diathermy may be used with safety in the presence 
of trilene as an anaesthetic agent. : 

In my opinion the above method seemed eminently satis- 
factory both from my point of view and also from the point 
of view of the surgeon. I would like to express my thanks to 
Mr. W. H. B. Magauran, who performed the operation, for 
allowing me to record this case.—I am, etc., 


Cheam, Surrey. A. M. B. TompKIn. 


Artificial Insemination 

Sir,—The interest of medical men and women cannot fail 
to have been stirred by the recent discussion in the House 
of Lords on the problem of breeding by artificial methods, 
particularly as applied to human beings. As a worker in this 
specific branch of sterility and infertility I beg a small space 
in your paper in order to placé a few thoughts on this 
extremely important and far-reaching subject before some of 
my fellows. 


First we must note that, whatever knowledge the various speakers 
may or may not have had, on this occasion not one had thought 
of, or even heard of, any serious argument in favour of artificial 
insemination. Such a one-sided discussion savours if not of ignor- 
ance at least of prejudice. The medical profession must be armed 
and on guard against any premature attempts by the lay public to 
interfere with methods of treatment which are in their infancy and 
might if unreasonably suppressed postpone the alleviation and 
happiness of many thousands of individuals, and even in this case 
have ultimate serious effects upon the nation as a whole. 

The facts I offer are these. First, actual individual sterility and 
subfecundity, both male and female, are on the increase. The urgency 
of the problem of combating the falling birth rate should always be 
present in our thoughts when weighing this question from any 
angle. Secondly, in this country the vast proportion of insemina- 
tions are carried out upon the wife with the semen of her own 
husband. The rare cases where a semen donor is used are those 
in which the sterility of her husband is absolute and incurable, free 
consent of both husband and wife being given. Thirdly, the method, 
especially in the non-donated cases, is not so artificial as the ignorant 
suppose. The female function must be normal to achieve success, 
and wherever possible the method of choice used by my colleagues 
and myself is that of insemination of the cervix from the vaginal 
pool following normal intercourse. 

The Bishop of Chichester is reported to have said that the relation- 
ship in regard to the home and family between the sterile husband 
and the wife inseminated with donated semen would be extremely 
anxious and extremely unhappy. Why? Does the good and affec- 
tionate husband with a happy home to offer to a child wish to 
bring into such a home the shadow of his deliberate and intentional 
frustration of his wife’s best and most powerful instinct? It is 
useless to answer this question by suggesting that adoption meets 
her case. No woman who has chosen to bear her own child would 
exchange this greater joy for anything less. The greatest psychological 
obstacle that the married couple has to surmount in such cases is 
the knowledge backed by medical evidence of the husband’s sterility. 
If their mutual respect and regard can surmount this, is there any- 
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thing more likely to cement their relationship than the mutual 
responsibility for the wife’s child granted her by her husband's 
generosity ? 

For centuries woman has borne the blame and burden of the 
barren marriage, and surely it is time man accepted his part of the 
responsibility. Only by suppressing the true facts behind a barren 
marriage can one avoid the inevitable desire of the wife to seek a 
way out of an intolerable situation. If we deny her a good one she 
is often tempted to a bad one. 


1 am not really writing purely in defence of what I have 
but I earnestly desire that 
the medical profession will weigh all evidence—medical, social, 
and ethical—and decide the question for themselves, resisting 
in the meanwhile all efforts, threats, persuasions, propaganda, 
and the like calculated to frighten or cajole them into a 
premature retreat.—I am, etc., 


London, W.1. Mary BaRTON. 


Artificial Vitreous Body 

Sir,—Recently I was asked to see a patient, a dockyard 
worker, with a discharging eye socket. On examination I 
found the conjunctiva was deeply pigmented and there were 
black bands visible through gaps in the conjunctiva, which at 
first I took to be fossilized stitches. Then it occurred to me 
that it might be a silver-wire artificial vitreous body. X-ray 
examination confirmed this. With great difficulty 1 removed 
the wire cage. The interest is historical. Personally I have 
never seen one of these objects before. In this case the cage 
was inserted by Dr. Rolston at the Royal Albert Hospital, 
Devonport, on May 6, 1908, following enucleation for a 
perforating injury of the eye. The instrument—Landmann’s 
artificial vitreous body—is illustrated in the 1930 instrument 
catalogue of Messrs. Allen and Hanburys, No. 6283. 

In this connexion Mr, C. B. F. Tivy of Plymouth gave me 
a very interesting note. He was asked to see a patient in 
consultation some years ago. The conjunctiva lining the empty 
socket was stained a deep black from argyrosis and the patient 
was complaining of failing vision in the remaining eye. Mr. 
Tivy came to the conclusion that the failing vision was due 
to toxic amblyopia following absorption of silver. The silver 
cage was removed from the socket and the vision in the 
remaining eye then returned to normal within a short while. 
—I am, etc., 


Gloucester. J. D. J. FREEMAN. 


Skin Sensitivity to Sulphonamides 

Sir,—I read with interest the medical memorandum (April 3, 
p. 414) on the subject of dermatitis following local sulph- 
anilamide therapy. I have had experience of two cases of 
quite severe dermatitis following local and oral administration 
of sulphanilamide. In both the reaction followed within 
48 hours of changing from local to oral administration of the 
drug. The notes below may be of interest to some of your 
readers. 


Case 1—The patient had been under treatment for some 10 days 
with ung. sulphanilamide for facial impetigo with little or no 
improvement in the condition. Having obtained good results 
previously with oral treatment I decided to stop the local applica- 
tion and give the drug by mouth. The following morning the 
patient reported with a very severe skin reaction. The eruption 
was like a mixed morbilliform and scarlatiniform rash covering 
the whole body surface, but most marked on the face, neck, upper 
portion of the back, the extensor surfaces of the legs and forearms, 
and the palms and soles. There was a considerable amount of 
irritation associated with the rash, but no general systemic reaction. 
The sulphanilamide was stopped and calamine lotion applied. The 
rash disappeared in 3 to 4 days, and after about 10 days the skin 
of the palms and soles peeled off completely. 

Case 2.—The patient was under treatment for facial impetigo 
with a local application of 10% ung. sulphanilamide, and after 
12 days’ treatment without improvement I decided to adopt the 
oral route. A total of 8 g. was given in 48 hours, and before 
the end of the second day an irritating erythematous rash had 
appeared, in this case confined mainly to the back of the neck 
and the extensor surfaces of the forearms. In this instance, how- 
ever, papulae developed in addition to the rash, and these sub- 
sequently became pustular ; 5 to 6 days later bullae appeared on 
the right index finger and left thumb on the extensor surfaces. The 
sulphanilamide, of course, had been stopped when the skin reaction 


occurred, and treatment with saline and calamine lotion eventually 
cleared the condition up. Again the skin on the palms peeled off. 

Both these patients had fair hair and a fair complexion and 
therefore, probably, a rather sensitive skin. The first case was 
severe in the extent of the eruption ; the second, although less 
extensive, was more severe locally. I wonder if any of your 
readers have had similar experiences of dermatitis following 
a change from local to oral administration of sulphanilamide. 
—I am, etc., 

L. G. TULLOCH. 


M.E.F. Flight Lieut. 


Sir,—Fowlkes, Pepple, and Vaughan (South. med. J., 
1942, 5, No. II, 1015), describing a case of fixed erythema- 
tous eruption following the administration of sulphanilamide, 
state that only two other cases have beer noted. Hence the 
following personal experience is worth recording. 

I used sulphanilamide and sulphapyridine before either were 
generally marketed, and administered normal doses to myself 
at various times for “sore throat.” On taking some sulpha- 
pyridine in the autumn of 1941 (a lapse of about 9 months 
since the previous dose) a curious skin eruption was noticed. 
This occurred in four separate and distant places on the body. 
The areas concerned were each approximately 3/4 in. by 3/4 in. 
in extent and raised about 3/8 in., red and intensely irritating. 
The drug was stopped, and in about 5 days the areas had 
subsided, leaving a brownish discoloration of the skin which 
eventually took over 12 months entirely to disappear. An 
identical result was obtained when a repeat of the treatment 
was attempted some weeks later. 

As a matter of interest trials were made during the following 
six months both with very small desensitizing doses of the 
drugs and with alternative makes and types such as streptocide, 
prontosil, and sulphapyridine. Nothing made any difference. 
One-sixth of a tablet of prontosil caused the eruption. Injec- 
tions of adrenaline up to heroic doses had no apparent effect on 
the areas, which were exactly the same in each case, as were 
the symptoms. 

The cause of this phenomenon remains unexplained, though 
it is possible that treatment for tetanus with large quantities 
of serum (which, among other things, caused acute oedema 
of the glottis) 20 years before may have some connexion. 
Fortunately my infrequent sore throats are even more rapidly, 
if more prosaically, cured by sodium salicylate-—I am, etc., 

London, W.1. Nevit Leyton. 


Early Recognition of Cancer 

Sir,—The new Cancer Act will mean a great step forward 
in the treatment of cancer. But is there not something we 
can do towards earlier recognition of the most sinister and 
probably the most important of all diseases by education of 
the public? Adequate periodic medical examination, now 
happily receiving attention, would do much, but there is some- 
thing simpler that can be done here and now—or at least as 
soon as war ceases. Is it not time that there existed an 
authoritative popular booklet on the earliest recognizable 
symptoms of cancer in various organs—* put across” to the 
public by expert propaganda of the right type? If we can 
spend millions on elaborate treatment of established cancer 
would it not be a sound investment to spend a few thousands 
on catching it in the early curable stage? Curable cancers, 
speaking generally, are those in accessible organs—skin, 
genitalia, breast, uterus, mouth. They can and should be 
caught young ; and the public can and should be systematically 
taught to be on the look-out for them. If treated in time 
they yield most satisfying 5-year-cure figures of the order of 
75 to 95%. 

I know it will be objected that an educational campaign 
might cause cancer neurosis. I believe this argument to be 
at best irrelevant and at worst positively dangerous. I think 
it was Ewing who said that cancer-consciousness ought to be 
part of civilized living, and that any such neurosis would apply 
only to those already neurotically disposed. Why should we 
sacrifice the greater good to the lesser? 

An educational campaign would reach first the more intel- 
ligent classes of the population, but the gradual improvement 
in the general educational level that we are entitled to expect 
would make the campaign yield ever-increasing rich dividends. 
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I think, therefore, that the time is over-ripe for taking this 
elementary but fundamental step, and that such bodies as the 
Ministry of Health and the British Empire Cancer Campaign 
should give it their urgent attention.—1l am, etc., 


JosePH WALTER, 
Assistant Medical Director, Shefficld Radium Centre. 


Specific Gravity of Cerebrospinal Fluid 

Sir,—Mr. Etherington-Wilson (Aug. 7, p. 165) has reminded 
us that the cerebrospinal fluid when examined at body heat 
has a lower specific gravity than at room temperature. Accurate 
determination of this is of little interest except to those who 
use spinal anaesthesia. To those- who use light nupercaine 
(1: 1,500) for this purpose the knowledge is of some importance, 
for the specific gravity of the two fluids is close. It is obviously 
important to know whether the fluid which is injected into the 
spinal canal is lighter or heavier than the fluid into which 
it is injected. Mr. Etherington-Wilson’s results suggest that in 
the majority of patients the specific gravity of the cerebrospinal 
fluid lies between 1.0030 and 1.0035. The producers of 
nupercaine, however, state that the light solution has a specific 
gravity of 1.0036 at body temperature. This would make it 
hyperbaric for the majority of patients and hypobaric for only 
a minority. It would be even more hyperbaric if used at room 
temperature instead of at body heat as is sometimes done. 
As this result is not borne out in practice it would seem that 
one of these figures is incorrect.—I am, etc., 

Staines County Hospital. 


Research in Senile Diseases 

Sir,—I was very pleased to see the article by Dr. S. Cieman 
on the possibilities of research in senile diseases (Aug. 21, 
p. 239).- We are, on the whole, very ignorant about the diseases 
of old age. Since the senile portion of the population is likely 
to increase rapidly during the next few decades this ignorance 
is a matter for anxiety. Some rescarch has admittedly been 
carried out on the problems of cancer, of endocrine function 
and dysfunction, and of vitamin requirements, but the com- 
moner senile disorders have been neglected. The most frequent 
cause of death in the aged is cardiovascular disease, which 
has been little investigated. The digestive disorders of the 
aged are yet only ill understood. 

It is time for attention to be paid to these matters. Let 
us hope that the “Club for Research on Ageing,” or some 
other body which can interest research workers and investi- 
gators, will find a way to open an assault on the problems of 
old age. There is material in plenty throughout the country ; 
let us now pay attention to this matter.—I am, etc., 


Trevor H. Howe Lt. 


J. K. HASLER. 


Leighton Buzzard. 


H 11 for Cancer 

Sir,—I have read your correspondence in the Journal of 
July 31, p. 149, with some interest. 

When I was surgical registrar and pathologist to the Hospital 
for Women, Soho Square, London, W.1, I tried Thompson’s 
early extracts upon inoperable cases of carcinoma. All cases 
were under independent observation by other members of the 
medical staff of this hospital. I formed the conclusion that 
the extract was harmless and seemed to exercise some inhibi- 
tory action in certain cases. I still keep in touch with one 
instance of carcinoma of the vulva, alive and well after ten 
years, treated with these early extracts and now with the new 
H 11: I may add that x-ray treatment, radium, and surgery 
had failed in this case. . 

Since the outbreak of war I have been out of touch with 
Mr. Thompson and my research activities have had to be 
abandoned, but, in all fairness to Mr. Thompson, I think this 
letter should be published.—I am, etc., 

Anglesey. JoHN H. HANNAN. 


Medical Boarding for the Merchant Navy 


Sir,—The letter of Dr. S. H. Waddy (Aug. 21, p. 248) calls 
attention to one aspect of a large problem. His experience 
seems to have been unfortunate and to have led him to the 
belief that more physical fitness and discipline are necessary 
if the status and morale of His Majesty’s Merchant Navy 


are to be more worthy of the name. In support of this 
surprising statement he cites cases of suspected malingering and 
the impertinence of a youth. In every flock there is a black 
sheep, and the Merchant Navy is a very large flock, but the 
tone of his letter suggests that the apparent blackness of some 
sheep may have been due to his wearing spectacles “ smoked ” 
by annoyance. 

May one who-for thirty years has enjoyed intimate contact 
with officers and men of the mercantile marine lodge an 
emphatic protest against this estimate of their discipline and 
morale? It is largely the sturdy independence of the sailor 
that has made his reputation, but this very quality makes him 
suspicious of any attempt at regimentation and control, whose 
advantages he cannot at once appreciate. Explanation and 
persuasion are essential preliminaries to his acceptance of any 
new scheme. However well meant and however useful such 
a scheme may prove to be he will be unwilling to co-operate 
if it seems to interfere with what he regards as his rights and 
privileges as an individual. 

The idea of a “properly constituted medical board and a 
compulsory card” has much to recommend it to the non- 
sailor ; to the sailor himself it may be unwelcome. Those of 
us (medical men and laymen alike) whose duty and privilege 
it is to care for the sailor have given very careful thought 
to the advantages of a regular Merchant Navy medical service 
charged with the care of the sailors’ health in its broadest 
aspects, providing skilled medical and — attention ashore 
and afloat, adequate convalescence, and complete rehabilitation, 
for there is no “light duty” at sea. We are concerned, too, 
to ensure the early detection of disease or disabilities and the 
provision of protection against illness of all kinds. 

Dr. Waddy’s suggestions are, therefore, of peculiar interest 
and value at the present time, but it is of importance in 
carrying out the changes at which he hints that a policy of 
gradualness should be adopted. In view of the difficulties 
involved it would seem unwise to try to force reforms too 
zealously and rapidly upon a Service whose members are 
entitled to grant or to withhold their co-operation.—I am, etc., 


Dreadnought Hospital, S.E.10. C. E. SUNDELL. 


“ Milk” and “ Nurses” 

Sir,—Government policy is arraigned by two of your corre- 
spondents in the Journal of Aug. 21 on quite different counts, 
but the combination is interesting and provokes thought. 

Milk is still to be supplied to the public in a potentially 
poisonous condition, complains Dr. Watkins (p. 247), and will 
continue to carry disease to the children who matter so greatly 
to us all to-day. 

Hospital beds, where the sick we go on producing must be 
cared for, are in ever greater demand, but here we are up 
against the other problem—insufficient nurses. In vigorous 
terms Dr. Mavor (p. 248) denounces the proposed remedies and 
urges young recruits to_nursing to evolve others. Surely they 
will never find a better one than so many of their con- 
temporaries have already adopted—namely, the stay-out strike. 
It is we, the public, who have failed and must face the con- 
sequences of our apathy. If we exploit the health and freshness 
of one section of our young in caring for another section, who 
fall sick because of our mishandling, do we deserve to emerge 
from the vicious circle we have created?—I am, etc., 

Moor Park, Northwood. ESTHER CARLING. 


Hospitals and medical schools in the United States are organizing 
affiliated hospital units for civil defence, and already over 1,000 
doctors and dentists have applied to be associated with them. 
The staff are commissioned in the “ inactive ” reserve of the U.S. 
Public Health Service (which is the responsible Government Depart- 
ment) with ranks equivalent to lieutenant-colonel, major, or captain 
in the Army, but they do not wear a uniform until called to active 
duty in an emergency (air raids, etc.), and serve only in their own 
or neighbouring States. When called for active service they receive 
the pay, and allowances of the equivalent Army rank. The Journal 
of the American Medical Association, in a recent issug, assures 
doctors that they need have no fear that they will be involved in 
any other responsibilities to the Public Health Department if they 
undertake this emergency work. Their duties will be strictly “* limited 
to those which they have agreed to assume as a result of enemy 
action.” 
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Obituary 


F. J. CLEMINSON, M.Ch., F.R.C.S. 


We announce with regret that Mr. F. J. Cleminson, the dis- 
tinguished oto-laryngologist, died from pneumonia on Aug. 21. 
He was consulting aural surgeon to the Middlesex Hospital, 
und honorary director of research at the Ferens Institute of 
0to-laryngology, founded in 1927 by a benefaction of his uncle, 
the late Right Hon. T. R. Ferens of Hull, chairman of Reckitt 
and Sons, Ltd., who gave £20,000 to the Middlesex Hospital 
Medical School for that purpose. 

Frederick John Cleminson was born in 1878, son of the 
Rev. J. R. Cleminson of Hull. From Kingswood School, Bath, 
he went to Gonville and Caius College, Cambridge, with a 
scholarship, and gained first-class honours in both parts of 
the Natural Sciences Tripos, taking his B.A. in 1901 and M.A. 
in 1904. Between those years Cleminson was a successful 
coach, living in Caius as Shuttleworth Student. After clinical 
study at University College Hospital he took the B.Ch. in 
1909 and the M.Ch. in 1913, having held several house posts 
at U.C.H. and a clinical assistantship in the ear and throat 
department of the Hospital for Sick Children, Great Ormond 
Street. During the last war he served with a temporary com- 
mission in the R.A.M.C. in France and Salonika. After his 
return to civilian life it became clear that his gifts were to find 
full expression in the specialty to which he gave the rest of his 
tareer.. In due course he was appointed aural surgeon to the 
Middlesex Hospital and the Evelina Hospital for Children, and 
surgeon to the Throat Hospital in Golden Square. 

Although private work made heavy claims on his time and 
mergy Cleminson’s professional life was centred on the 
Middlesex Hospital, where his flair for teaching and scientific 
inquiry proved an inspiration to students and colleagues. The 
Ferens Institute gave him the means and opportunity for valu- 
able research into the aetiology of diseases of the ear, nose, 
and throat. The prevention of deafness made a strong appeal to 
his practical mind, and his command of lucid English was well 
shown in the article on hearing aids contributed to this Journal 
in 1938 for the series on “ Treatment in General Practice.” A 
member of the B.M.A. since 1911 he took an active part in the 
work of the Hearing Aids Committee, which sat at head- 
quarters from 1937 onwards. He had been secretary of the 
Section of Otology at the Annual Meeting of the Association in 
1922, and vice-president of the Section of Oto-rhino-laryngology 
in 1929 ; he was also a past-president of the Otological Section 
of the Royal Society of Medicine. Early in 1938 he found 
the strain of operating practice too much and devoted himself 
to academic study and research. The war cut down these 
activities through the enforced closure of the Ferens Institute, 
with which the name of F. J. Cleminson will always be associ- 
ated as its moving spirit and first director of research. 

We are indebted to a friend and colleague for the following 
tribute : 

Although his health, originally undermined at Salonika, had been 
deteriorating for several years and he had for long been more and 
More restricting his activities, the death of “* Clem ” will bring sorrow 
to many, for among his numerous admirable qualities loyalty to his 
friends was not the least. Another was his genuine and deep affec- 
tion for children, for whom he had real understanding, and although 
the work which he finally adopted was mainly surgical he would 
probably have been happier as a physician. At heart he was a 
physiologist, and he has been incorrectly described as a demonstrator 
of anatomy at Cambridge. He taught physiology there for several 
years before he qualified, so that he completed his hospital training 
rather late. It was therefore not until the close of the war of 
1914-18 that he had finally to settle upon some definite line, and 
the aural departments at U.C.H., under Herbert Tilley, and at 
Middlesex gave him his opportunity. It was, however, the physiology 


of the ear rather than its surgery which really interested him. Of 
aural neurology and everything connected with the problems of 
deafness he had a profound knowledge, though he did very little 
himself that was original. His great contribution was the foundation 
of the Ferens Institute, and he had the instinct of collecting the 
tight men to work there. His administrative capacity, with the 
pathological, histological, and photographic technique of which 
Albert Gray was master, made a perfect combination, and enabled 
Gray to produce some of his finest work. Though both have gone, 


the foundation was well laid and the work will surely continue with 
success in other hands. 

For a few years Magnus and De Kleyn made Utrecht the Mecca 
of those interested im the physiology of the ear, and this soon 
attracted “* Clem,”” who made many pilgrimages to Holland. De 
Kleyn, still at work in Amsterdam, remained always one of his 
closest friends, and with the late Prof. Benjamins and Gray they 
founded the Collegium, an international club which had its head- 
quarters at Gréningen. This institution, now rendered inanimate 
by war, was dear to “ Clem,” who was indeed filled with admiration 
for everything Dutch. Although he wrote very little and was too 
shy to speak in public, even at a professional meeting, if he could 
possibly avoid it, he yet managed to do a vast amount to promote 
the activity and advancement of his own branch and to alleviate 
the trials of the deaf. This brought him a wide and well-merited 
reputation. His gentle nature, was lacking in the ruthless streak 
required of the successful surgeon, but he was much loved by his 
patients and still more by his friends. He knew everything about 
sailing, almost everything about motor-cars, a great deal about birds; 
he enjoyed a shoot, and dispensed an elegant hospitality in which 
the true kindness of his character showed itself. Had it not been 
for an excess of modesty he might have occupied an even higher 
professional position than he actually attained. 


Universities and Colleges 


UNIVERSITY OF LONDON 


On the occasion of President Roosevelt's visit to Ottawa on Aug. 
25 the Chancellor of the University of London, the Earl of ‘Athlone, 
on behalf of the Senate, conferred on him the degree of Doctor of 
Laws honoris causa. An Oration was read by Dr. C. H. Best, 
F.R.S., professor of physiology at the University of Toronto. 


UNIVERSITY OF BIRMINGHAM 

A course of five lectures on “ Heating, Lighting, and Ventilation ” 
for industrial medical officers will be held at the Medical School, 
Hospitals Centre, Birmingham 15, from Sept. 20 to 24 inclusive ; 
they will be given at 4 p.m. in the Physiology Lecture Theatre. 
On Sept. 20 and 21 Dr. T. Bedford will lecture on “ Heating and 
Ventilation,” and on Sept. 22 on “ The Determination and Control 
of Atmospheric Pollution.” On Sept. 23 Mr. H. C. Weston will 
lecture on “ Sufficient Lighting—Illumination and Visual Capacity 
for Work,” and on Sept. 24 on “ Suitable Lighting—Environmental 
Brightness, Glare, Diffusion and Shadow, Colour.” The fee for the 
course is £1 Is., which is payable in advance to the Secretary of 
the University, Edmund Street, Birmingham. Nurses engaged in 
industry are invited to join the course at a fee of 5s. 


SOCIETY OF APOTHECARIES OF LONDON 


At a meeting of the Court of Assistants held on Aug. 17 Sir 
Stanley Woodwark was elected Master for his third consecutive 
year of office, Dr. J. P. Hedley Senior Warden, and Dr. Hugh F. 
Powell Junior Warden. 

The following candidates have satisfied the examiners in the 
subjects indicated : 

PATHOLOGY, BACTERIOLOGY, Forensic Mepicine.—D. A. 
Fiducia, I. D. Henderson, J. R Ne Jackson, *. W. Johnston, J. M. Macdonald, 
J. Middleton, J. C. F. Poole, M. Rajah, N. Sachse, J. R. S. Scarlett, J. C. 
Stevens, M. N. Tata, J. K. Wasoa. 

C. Hutchinson, T. 'Y. J. C. F. Poole, A. M. Rajah, N. Sachse, 
Sugden, W. M. Thomas, Wilson. 
D. Sanders, 
P 


A. Hamdy, J. J. C. F. Poole, 

N. Sachse J. H. S. Scarlett, R. N. Theakston, W. M. Thomas, K. Wilson. 

Mipwirery.—S. R. Abrams, Mm Benjamin, A. E. ee, D. Bryant, 
K. R. J. Coates, D. I. T. Edwards, T. H. Eustace, C. C. Gould, E. D. C. 
Jones. R. A. Leeming, H. R. Mohammed, J. C. F. Poole, A. M. Rajah, N. 
Sachse, W. M. Thomas, J. K. Wilson, H. M. Wolff. 

The Diploma of the Society was granted to I. D. rey B. A. Gould, 
G. R. S. Jackson, J. M. Macdonald, J. C. F. Poole, A. Rajah, N. Sachse, 
C. D. Sanders, J. H. S. Scarlett, W. M. Thomas, and J. x. Wilson. 

The Services 


Surg. Cmdr. F. E. Stabler, R.N.V.R., has been awarded the 
R.N.V.R. Officer’s Decoration. 
CASUALTIES IN THE MEDICAL SERVICES 


Presumed Killed in Action at Sea.—Maijor R. Clarke, R.A.M.C. 
of War.—Lieut. S. Campbell, RA. War Subs. 


WY C. Dickson, R.A.M.C., Temp. Major J. L. Gilloran, 
R.A.M.C., Fl. Lieut. A. N. H Peach, 7 oe Lint, D. R. 
McPherson, R.A.M.C., War Subs. Capt. W. G. Sutherland, 


Died—Major. H. N. Osborne, R.A.M.C., Capt. R. Wilson, 
R.A.M.C. 
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No. 32 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 

Statistics in the British Isles during the week ended August 14. 

of Principal Notifiable Diseases for the week and those for the corre- 

ing week last year, for: (a) England and Wales (London included). (b) 

London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 

s of Births and Deaths, and of Deaths recorded under each infectious disease, 

are for: (a) The 126 great towns in England and Wales (including London). 

%»: ndon (administrative county). (c) The 16 principal towns in Scotland. (d) 

13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes mo cases; a blank space denotes disease not notifiable or 

no return a 


1943 (Corresponding Week) 
Disease 
@ @ 
Cerebrospinal fever... —| 23; 3) 4| 2) a| 3 
Deaths 3; — 

oe 491} 28! 151} 59) 24 665; 32) 184) 33) 15 
ths ee 16 1 2 3; — 15 1 3) 1 1 
tery és és 149} 20) 100} — | — 44 

Encephalitis lethargica, 

Deaths 


Puerperal fever... 3 13} |—-| —| a st 


Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) = 
Annual death rate (per 


1,000 persons living) 11-2) 11-1] 12-1) 11-1) 
Live births .. | 6,027) 783) 873) 371} 263] 5,939) 727) 853) 435) 310 
Annual rate per 1,000 
persons living 17-8] 24-4) 17 3 
Stillbirths 184; 20) 35 220; 18) 38 


Rate per 1,000 total 
births (including 
stillborn) .. bs 


39 43 


* Includes pri form for England and ‘Wales, London (administrative 
county), and Horthern Ireland. 
f Includes puerperal fever for England and Wales and Eire. 
Owing to evacuation schemes and other movements of population, birth and 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales during the week reviewed the notifica- 
tions of measles fell by 427 and of acute pneumonia by 138, 
but the figures for whooping-cough and dysentery rose by 24] 
and 27 respectively. 

The 38 more cases of scarlet fever were the result partly of 
a small rise in London and the South-Eastern Counties (75 
notifications in the combined area) and partly of a rise of 
31 in Lancashire. The only decrease of note was 70 fewer 
cases notified in Yorks West Riding. The downward trend of 
the past four weeks gave place to a general rise in the incidence 
of whooping-cough, especially in Lancashire and London, with 
51 and 28 more cases respectively. There were only a few 
exceptigns to the falling trend of measles—for example, 48 more 
cases in Essex. The biggest decreases were in Norfolk 74 
and in London 38. 

The principal of several outbreaks of dysentery during the 
week were in Kent, Malling R.D. 12; Essex, Dunmow R.D. 
10 ; Nottinghamshire, Nottingham C.B. 8 ; Wiltshire, Westbury 
U.D. 8; Suffolk, Blyth R.D. 8; Caernarvonshire, Bangor 
M.B. 6 and Lieyn R.D. 5. In London notifications went up 
from 13 to 20, and in Lancashire down from 18 to 9, and 
in Gloucestershire from 17 to 6. 

In Scotland the only disease with a noteworthy change in 
incidence was scarlet fever, with 45 more cases, due to a 
general rise in the south-eastern area. The high level of 
dysentery was maintained, 100 cases (an ‘increase of 5 over 
the previous week) being notified. 

In Northern Ireland, according to the daily press, 13 cases of 
typhoid have been notified in Belfast. Cases have also been 
reported from other towns. 


The Week Ending August 21 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,516, whooping-cough 
2,015, diphtheria 527, measles 1,049, acute pneumonia 312, 


A meeting of special interest to medical practitioners has been 
arranged by the Association for Scientific Photography and will be 
held in the clinical lecture theatre on the first floor of the Middlesex 
Hospital, W.1, at 2.30 p.m. on Saturday, Sept. 18. The subject of 
the meeting is “‘ Clinical Photography.” Short papers will be read 
by Mr. T. P. Kilner, F.R.C.S., Miss Hilda Marsden and FI. Lt. 
H. Mandiwall, M.B., L.D.S. (chairman). The meeting will deal 
specifically with the clinical photography of patients. Surgical 
techniques, orthopaedics, pathology, etc., will be excluded. The 
Association for Scientific Photography invites all interested medical 
practitioners to attend the meeting and join in the discussion. 


Dr. Donald Johnson, standing as a Liberal Independent, lost the 
Chippenham Parliamentary by-election by 195 votes. Mr. David 
Eccles, the successful candidate, standing as a Conservative and 
National Government supporter, is a son of Mr. W. McAdam 
Eccles, F.R.C.S., and son-in-law of Lord Dawson of Penn. 


A specialized library has been established for the use of members 
of the Institute for the Scientific Treatment of Delinquency. A 
twenty-two-paged index of authors has just been issued, and a sub- 
ject catalogue is in preparation. Inquiries should be addressed to 
the general secretary, I1.S.T.D., 17, Manchester Street, W.1, who 
will be pleased to send application forms and further particulars. 


Dr. Andrew McNae Wyllie, deputy physician-superintendent of 
the Crichton Royal Institution, Dumfries, has been appointed 
physician-superintendent of Aberdeen Royal Mental Hospital in 
succession to Dr. R. Dods Brown, who is retiring on Sept. 30. 


Some medical journals in Italy have temporarily suspended 
publication, the Rivista de Neurologia among others. 


Sir Arthur Newsholme, K.C.B,, who died on May 17, bequeathed 
the residue of his estate to the London School of Hygiene and 
Tropical Medicine. 

The Ministry of Health has set up an informal committee, on 
which the Ministry of Supply, the Ministry of Works, and the 
Radium Commission are represented, whose work it will be to see 
that the best use is made of the limited supplies of deep x-ray 
apparatus. Hospitals placing orders for such equipment should send 
copies to the Supplies Division, Ministry of Health, Whitehall, 
London, S.W.1. 
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Letters, Notes, and Answers 
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ANY QUESTIONS ? 
Black Hairy Tongue 
Q.—What are the aetiology and treatment of black hairy tongue? 
This condition has arisen quite suddenly in my patient, an old man 
who has had a stroke within the last year, and who is a chronic 
asthmatic. He smokes one ounce of tobacco a week. 


A.—The hairy appearance is due to overgrowth of the filiform 
papillae on the centre of the dorsum of the tongue. There is an 
inflammatory reaction in the papillary layer of the corium. The 
black colour is usually thought to be due to a fungus, the Asper- 
tillus niger, whose spores are black. In some cases a yeast has 
teen isolated, or bacteria producing black colonies ; in others the 
black appearance is due-to food debris, or the papillae may darken 
with age. Other causes which have been suggested include tobacco 
smoke, irritant mouth-washes, sulphonamide drugs, gastric hyper- 
widity, or a trophoneurosis. It is not due to nicotinic acid de- 
ficiency, which causes black tongue in dogs. Although the patient 
is apt to worry about the appearance of his tongue, it usually pro- 
duces no ill effects unless the overgrown papillae touch the soft 
palate and cause retching. Malignant changes do not occur. The 
condition may disappear spontaneously, but treatment is not likely 
0 prove efficacious. Attention should be paid to oral and dental 
hygiene, and the tongue may be gently scraped daily. A mild mouth- 
wash, such as sod. bicarb. gr. 10 to 1 oz. of water, may be used 
wice daily. The patient should not smoke. The application of 
thymol (1 in 1,000 solution) has been recommended for cases due 
to a fungus. 

Types of Pertussis Vaccine 


Q.—/ wish my child, aged 5 years, to have prophylactic inocula- 
tions against whooping-cough. I notice that some firms make up 
two types of material—one of which is labelled “ Fort.” Could 
you tell me the best type to use? 


A.—To get a reasonable degree of protection against pertussis 
(whooping-cough) it is essential to use large doses of a smooth-phase 
vaccine. American workers have recommended a total of 80,000 to 
100,000 million organisms given in 1.0, 2.0, 2.0, and 3.0 c.cm. doses 
at weekly intervals of a vaccine containing 10,000 million organisms 
per c.cm. This method has obvious administrative difficulties, and 
recent work by Bell (see under “ Any Questions?”, British Medical 
Journal, 1943, 1, 622) has shown that two l-c.cm. injections 
of an alum-precipitated vaccine (10,000 million organisms per c.cm.) 
ata month’s interval gave as good results as the larger dosage more 
frequently. Pending the preparation of A.P. vaccine in this country, 
a useful compromise is three injections of 1.0, 1.0, and 2.0 c.cm. of 
2 10,000- or 20,000-million-organism-per-c.cm. vaccine (this is the 
“Fort ” vaccine) with a week’s interval between the first and second 
injections and a month between the second and third. 


Quinine Resistance in Malaria 


Q.—One hears frequent mention these days of the danger of 
inadequate doses of the sulphonamides, resulting in a sulphonamide- 
resistant strain of, say, streptococci or gonococci. What chances 
are there of breeding a quinine-resistant malaria parasite by the 
common custom of taking 5 gr. of quinine daily for prophylactic 
purposes? In these days of quinine shortage it is an important 
consideration. 


} A.—Some strains of malaria parasites have been shown to be 
naturally more resistant to quinine than others. Whether a strain 
tan be made resistant through administration of quinine is much 
more debatable. Strains of trypanosomes made arsenic-resistant 
by minimal doses of trypanocidal arsenical compounds are well 
known, and it has recently been shown that the monkey malaria 
Parasite, P. knowlesi, can be made resistant to plasmoquin in this 
way. Theoretically, therefore, it cannot be denied that quinine- 


resistant strains of the malaria parasite might result through the 
taking of small doses of quinine, and some authors have even 
described such a condition. The general feeling, however, among 
authorities is that the occurrence of quinine-resistant parasites 
brought about in such a manner has not been satisfactorily estab- 
lished, and were it a common result such an effect would almost 
certainly by now have been clearly demonstrated. Cases suspected 
to be resistant to quinine are occasionally seen in hospital practice, 
but careful inquiry usually shows that the patient has not had the 
quinine he is supposed to have had, and the case usually clears up 
at once when the observer himself sees an adequate dose administered 
in his presence. In this connexion, of course, malingering may 
enter in. Briefly the occurrence of quinine-resistant malaria para- 
sites brought about as a result of regular daily dosage of prophylactic 
(suppressive) quinine treatment may be ruled out as unsupported 
by any satisfactory evidence and as entirely contrary to general 


experience. 
Lip-reading for the Deaf 


Q.—How is lip-reading taught and learned? Would it be feasible 
for a G.P. to help a boy of 18 with deafness due to bilateral chronic 
otitis media to learn to lip-read? The boy wishes to go to the 
university. 


A.—Lip-reading is usually taught by a special instructor who has 
been trained as a lip-reading teacher. Any local association or 
institute for the deaf would no doubt be able to give the name and 
address of a suitable instructor in lip-reading. It is assumed that 
the patient could be treated privately. If not, it will be necessary 
to secure his admission to one of the institutes for the deaf. It will 
be rather a waste of a qualified medical practitioner's time to under- 
take such tuition himself. An intelligent boy of 18 should do quite 
well and should learn to lip-read sufficiently well to enable him to 
go to a university. This has been possible in cases within the 
writer’s experience. One Army cadet, for instance, who became 
completely deaf as a result of meningococcal meningitis during 
the last war became so proficient in lip-reading as to proceed to 
one of the well-known universities and become a lecturer in a 
scientific subject—a position he still holds. 


Hair Pigments and Greying 
Q.—In the Journat of July 24, p. 140, you published a question 
answer on the greying of hair. I shall be grateful for informa- 
tion on the following points: (1) What are the pigments which pro- 
duce the colours of human hair? (2) How are these pigments 
elaborated ? (3) From what foods? (4) Do iron, copper, and man- 
ganese produce these pigments? (5) Is greying a failure to metabolize 
these pigments, or is it a failure of the hair to receive the pigment? 
(6) Would a prophylactic minimal dose of iron, copper, etc., help to 
supply hair pigment—-either by supplying substances lacking in food 

or by preventing over-destruction of pigment substances ? 


A.—Very little is known about the colour of human hair. It is 
probably due to varying amounts of the pigment melanin and the 
way in which the pigment is deposited—e.g., granular as in black 
hair or diffuse as in red hair. Melanin is a complex black pigment 
formed from tyrosine, catechol, or related substances by oxidizing 
enzymes. The origin of the melanin in hair has not been established. 
The melanin of pigmented skin is assumed to be formed from 
tyrosine. 

The greying of hair is ascribed to the absence of melanin, pre- 
sumably due to failure of melanin formation. Prevention of prema- 
ture greying of hair by treatment with vitamin B preparations, 
p-aminobenzoic acid, and endocrines has been dealt with in the 
answer to a question in the Journal of July 24, p. 140. The white 
hair of old age is due to an increased proportion of calcium car- 
bonate and phosphate. These substances form about one-third of 
the ash of white, compared with one-sixth to one-fifth in coloured 
and grey hairs. 

It cannot be stated that any particular foods contribute to pig- 
ment formation in hair. The melanin is presumably formed 
ultimately from some breakdown product of protein, but the 
amount is small and negligible compared with the total daily intake 
of protein. There is no evidence that iron, copper, and manganese 
influence hair pigments. 

A Difficult Skin Case 


Q.—A man, aged 47, six years ago (in Nairobi) first noticed his 
left foot getting hot while playing golf. After the game the left 
foot used to get a blister. The disease has been progressive. The 
hands start swelling now, and both feet get blisters after walking. 
He has had to give up police work as he is unable to walk. At 
present his hands and feet feel hot, tingling, and sticky due to slight 
moisture. The taking of a meal or immersion of the hands in cold 
water leads to a diminution in the swelling for a short period. 

A.—It is very difficult to offer a diagnosis with the information 
given of this very chronic case. We presume that the usual tests 
(urine, Kahn, and blood count) have been made. In every case of 
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bullous or vesicular eruption of the extremities, especially of the 
feet, the first step is to exclude epidermophytosis, which may trouble 
a patient for years. Special attention should. be paid to the inter- 
digital clefts, particularly that between the fourth and fifth toes, 
and also to the nails. It is now well recognized that a more general- 
ized eruption, an epidermophytide, affecting the hands as well as 
the feet, may occur and is cured only when the foot trouble has 
been cleared. It would be well to take care that footwear has been 
freed from possible infection. 

Assuming that epidermophytosis can be excluded, pompholyx 
(acropompholyx) vera must be considered. This apparently may 
be constitutional, or of climatic or nervous origin. The best remedy 
would be change of climate, especially as the patient may not have 
had his usual leave owing to war. The diet should be simple, 
alcohol should be avoided and also highly seasoned foods. The 
itching may be relieved by 1/4 gr. luminal twice a day; locally 
by soaking the feet in weak potassium permanganate followed by 
dusting with a drying powder such as the following: alum 5 parts, 
tannic acid 5 parts, boric acid 10 parts, talc to 100 parts. 

There are other possibilities, such as disturbance of salt metabo- 
lism by heat, but this is not likely if the patient has been resident in 
the Kenya highlands. 


Oestrogens for Small Breasts 


Q.—On p. 125 of the issue of July 24 there is an arswer to a 
question about oestrogens for small breasts. You recommend using 
preparations which contain 2 mg. per g. Would you kindly let me 
know from whom such a preparation could be obtained, and if 
possible how often it should be applied, and for how long? Also, 
what is the maximum period that such a preparation could be 
persevered with if there is no response? 


A.—It should be pointed out that the answer to the question on 
oestrogens for small breasts did not recommend the use of this 
hormone except where there are other general signs of ovarian 
deficiency. It is not the function of this column to supply informa- 
tion concerning the various commercial preparations of hormones 
or other drugs. Application should be made daily. In responsive 
cases signs of development of the mammary tissues are usually 
manifest within a month or two. If there is no response at the end 
of three months it is unlikely to appear subsequently. It should, 
however, be clearly realized that such treatment is purely substitu- 
tional, and that the artificially stimulated development will soon 
regress once therapy is discontinued. Finally, it must be emphasized 
that continued oestrogen therapy is undesirable and may be danger- 
ous. For instance, it has been shown that chronic mastitis may be 
aggravated by oestrogen administration. If menstrual function is 
normal its rhythm may be disturbed by continued oestrogen therapy, 
the menstrual flow being sometimes suppressed, sometimes consider- 
ably increased in length and volume. The inunctions should there- 
fore be applied during the first two or three weeks of the cycle 
only. In any case oestrogens should not be given continuously 
for more than 3 or 4 months without periods of remission. In view 
of the purely temporary effect obtained, and that only in cases 
showing other evidence of ovarian deficiency more obviously claim- 
ing therapeutic adjustment, it would seem that the administration 
of oestrogen for small breasts should be rarely called for. 


Cantrol of the Common Cold 

Q.—In view of the fact that vaccines appear to be of little use in 
preventing the common cold, I should be glad to know what general 
measures should be adopted to prevent loss of time through colds 
among factory workers. I have been asked by my management 
whether the routine administration of vitamin supplements to the 
workers would increase their resistance to colds ; also whether 
routine exposure to ultra-violet light during the winter months would 
be helpful. Is the voluntary or compulsory wearing of masks during 
the active stage of a cold likely to prevent spread of infection ? 


A.—With an estimated (American) average of three colds per 
person per year this apparently trivial infection must cause great 
economic loss through time off work due to the cold itself or its 
complications (sinusitis, bronchitis, pneumonia), and through im- 
paired efficiency in those who carry on. Counteractive measures 
among factory workers should have two objectives: (1) to raise 
resistance to the common cold and its complications, and (2) to 
prevent the spread of infection among the employees. Physical 
fitness and well-being does help the individual to resist “ catching 
cold.” Locke,’ for instance, found that two-thirds of a group of 
persons whose physical fitness was rated on physiological tests as 
above a certain standard had only one cold each per year, whereas 
four-fifths of another group below this standard had four or more 
colds per year. An adequate and well-balanced diet, sensible cloth- 
ing, in particular footwear, and the avoidance of fatigue or excesses, 
help to maintain physical fitness, and these facts should be known 
among factory workers. If there is evidence of vitamin deficiency 
in the diet, that must be made good, if necessary by synthetic 


preparations. Many people claim that a daily dose of cod-liver ojj 
throughout the winter helps to ward off the cold, but there is no 
evidence that excess of any particular vitamin will protect against 
the infection. The prophylactic value of ultra-violet irradiation is in 
doubt. Colebrook’ failed to show any benefit, but Sherman* found, 
in a comparative trial at the Bournville Works of ultra-violet light, 
vitamins A and D, and a mixed vaccine by injection or by mouth, 
that the only prophylactic which was associated with a significant 
reduction in the incidence of colds, with a considerable saving of 
time lost, was ultra-violet light. Physical well-being will also lessen 
the risk of complications, particularly if management and patient 
alike agree that an individual with a cold should remain indoors, 
preferably in bed, for 1 or 2 days during the acute stage. 

Control of the spread of infection in the factory will be helped 
if the ‘“ colded *’ person is encouraged to report sick at onset. 
Chronic sufferers from colds or their complications should be care- 
fully examined and receive appropriate treatment. An environment 
arranged for maximum comfort is inimical to the spread of the 
common cold,‘ so that air-conditioning should, wherever possible, 
be introduced. Alternatively, there must be good ventilation with- 
out draughts and with the atmospheric temperature maintained 
around 60° to 65° F. Measures must be taken to prevent and control 
the dissemination of dust. If colds are very prevalent, aerial dis- 
infection by a bactericidal mist of sodium hypochlorite atomized 
by hand or by pressure pump may be used without risk, and per- 
haps with some benefit. The wearing of masks in the factory, 
besides creating difficulties, is not likely to effect much, since there 
are ample opportunities for catching the infection elsewhere. 
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Infected Butter and Cheese 


Q.—Is there any risk of milk-borne infections being conveyed in 
butter and cheese (and cream when available), especially to young 
children? If so, can any precautions be taken? 


A.—Almost all butter sold in this country is made from pasteur- 
ized milk. Pasteurized milk is being used increasingly in the 
manufacture of cheese, but the danger from this product is small 
in any case since pathogenic bacteria, including tubercle bacilli, die 
out during the usual process of maturation. There is some risk in 
normal times from the consumption of raw cream, but it should 
be pointed out that pasteurized cream is a perfectly satisfactory 
product. A further reason against any serious disquiet on this score 
is the quantitative factor. No milk product is consumed in such 
quantities as milk itself, of which a child may receive a pint or more 
daily, in which the concentration of tubercle bacilli is sometimes 
such that the infective dose for a guinea-pig is only a small fraction 
of ac.cm. Whether or no a serious tuberculous lesion is produced 
naturally depends in part on the magnitude of the infecting dose, 
which from badly infected milk consumed over a long period may 
be very large. (The infectivity of butter and particularly of cheese 
was discussed in an annotation in the Journal of June 12, p. 730.) 
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Research in Senile Disease 


Prof. H. E. Roar writes: With reference to the article, “* Possibili- 
ties of Research in Senile Diseases ” (Aug. 21, p. 239), we have in 
Liverpool a research institute, one of the objects of which is to 
examine healthy persons over 35 years of age. This Institute of 
Research for the Prevention of Disease is administered by a com- 
mittee of the Liverpool and District Hospital for Diseases of the 
Heart. Dr. I. Harris wished to undertake work on the prevention 
of high blood pressure and allied conditions, and he persuaded the 
committee of the Heart Hospital to establish a separate research 
institute. The research work consists of work on animals and the 
examination of healthy people. The idea of the latter procedure is 
to establish standards of health for older people, to detect the early 
and preliminary stages of departures from health, and to prevent 
further degenerations, if possible. It seems to me that this project 
is akin to that suggested by Mr. Creman. If funds were available 
our activities could be enlarged after the war. Finally, I must point 
out that if anyone is found to be suffering from disease, that 
individual is referred to his or her own private practitioner. 


“ Sulphamethazine ” 

Imperial Chemical (Pharmaceuticals) Ltd. write: In’ your issue 
of Aug. 21, p. 230, you published a paper “ Pneumonia treated 
with Sulphamethazine.” The authors are probably unaware that 
the correct name ang description of this material has recently been 
changed to “ sulphamezathine ” brand of sulphadimethylpyrimidine. 
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